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CHICAGO. 


At various periods in the past there has been considerable difference 
of opinion as to the time when amputation should be resorted to in 
senile gangrene, and even now, if one will look over the literature of the 
subject, one finds almost every conceivable attitude taken in reference to 
this matter. As long ago as 1884, Jonathan Hutchinson, in his masterly 
article,* advised early high amputation in all cases of senile gangrene. 
At that time, this advice was undoubtedly most excellent, but surgery 
has in the meantime made such tremendous strides and conditions have 
changed so markedly that the same rule no longer applies. Besides, I 
believe I will be able to show that there are two distinct types of senile 
gangrene and that these two types should be clearly differentiated. When 
this is done I believe it will be relatively easy to determine whether early 
or late, high or low amputation be indicated in any individual case. , 

If the term senile gangrene is limited to mean that form of gangrene 
which is due to arteriosclerosis, as I think it should be, one can dis- 
tinguish two primary classes, both from a pathological standpoint and 
for the purpose of rational treatment: First, a senile gangrene in which 
there may be, and usually is, a more or less generalized arteriosclerosis, 
but in which the lumen of a certain artery supplying the distal portion 
of an extremity suddenly becomes markedly constricted at a single point 
by a mural thrombus so as to cause complete or almost complete oblitera- 
tion of the lumen, so that the circulation distal to this point of constric- 
tion becomes distinctly insufficient to nourish the part, while the artery 
proximal to the above point of constriction remains sufficiently patulous 
to insure reasonably good nutrition to the tissues supplied by it. 
~~ ® Read at the Nineteenth Annual Session of the Southern Surgical and Gynecological 


Association, Baltimore, Md., Dec. 11, 1906. 
1. Med. Chir. Trans., 1884, vol, Ixviil, p. 97. 
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This form of senile gangrene corresponds in its symptomatology per- 
fectly with the cases described by Billroth,* under the heading, “Spon- 
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taneous Gangrene,” but by him differentiated from senile gangrene be- 
cause his cases occurred in patients with embolism due to endocardial 
vegetations. 


2. Billroth, T.: Clin, Chir. Wien., 1871, p. 515. 
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Second, a gangrene due to general arteriosclerosis in which the lumen 
of the vessel becomes progressively smaller and with it the nutrition of the 
limb becomes poorer and poorer the farther distally one goes. The vitality 
of the proximal portion of the limb is only slightly impaired, but this be- 
comes more and more pronounced, the farther one progresses distally 
until a point is reached where the red streaks appear, then brownish dis- 
colorations follow, which finally merge into the gangrenous area. 

In order to make myself more clear, I have had a semi-diagrammatic 
drawing made of the longitudinal section of a normal posterior tibial 
artery, another in which the lumen of the vessel becomes progressively 
smaller and one showing a mural thrombus causing almost complete ob- 
literation. 

Figure 3 is adapted from Spalteholz and Schaefer, and in it the 
thicker portion of the wall consists of the media and adventitia, while 
the endothelial layer and the intima furnish only a very small portion 
of the thickness of the vessel wall. In Figures 1 and 2 the media and 
adventitia are represented as unchanged because ordinarily the greatest 
change occurs in the endothelial layer and the intima. In Figure 2 the 
thickness of these two layers is more evenly distributed, and as the lumen 
of the vessel becomes smaller this thickening encroaches upon it until it 
becomes so reduced in caliber that the artery is no longer able to supply 
the member with sufficient blood. In Figure 1 this change is represented 
as occurring more markedly in one place as a mural thrombus. 

I wish to emphasize that the sketch is only semidiagrammatic, espe- 
cially in reference to the difference in the condition of the branches of the 
posterior tibial arteries in Figures 1 and 2. In Figure 1 the lumen of 
these branches is represented as not deviating markedly from the normal, 
while in Figure 2 the lumen of the proximal branches is considerably 
encroached upon, while the distal ones are entirely obliterated. I have 
not had an opportunity to demonstrate this to my entire satisfaction, be- 
cause it is extremely difficult to trace these branches, and the specimens 
that have been at my disposal have been very limited in number, but so 
far as my observation goes in this respect, it is as represented by the fig: 
ures, and I believe that clinically the presence or absence of collateral cir- 
culation has much to do with the progress of the disease and with its clin- 
ical manifestations. 

Of course, there are all shades of transition between these two pri- 
mary classes, and yet, the two types are sufficiently distinct to be worthy 
of differentiation, especially as the recognition of these differences points 
the way to the successful treatment of senile gangrene. 

That these two classes of cases actually occur in practice I have been 
able to demonstrate on several occasions. I have had an opportunity to 
examine two amputated lower extremities, amputated high, when there 
had been a distinct line of demarcation. In these cases I found the ves- 
sel of reasonably good caliber until a marked constriction was reached 
several inches above the line of demarcation. The second type is well 
illustrated by the third history which I give below. 
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In both forms of senile gangrene it is very important to protect the 
part against unnecessary traumatism, undue pressure, excessive variations 
in temperature, and above all, infection while waiting for the proper time 
to operate. This is best accomplished by dressing the limb in dry, sterile 
gauze and absorbent cotton, having the prominent parts well padded and 
the bandage loosely, but evenly applied. 

The first class of cases is more apt to occur in younger individuals 
with greater general vitality. In these cases the marked narrowing caus- 
ing the complete occlusion frequently occurs quite suddenly, the line of 
demarcation forms rapidly and distinctly, the phagocytes are active and 
the organism often has sufficient vitality to successfully amputate the 
gangrenous extremity. It takes a considerable amount of energy on the 
part of the organism to successfylly do this, but because of the good 
general health of these patients one can safely wait until the line of de- 
marcation is distinct and then hasten matters and conserve the energy of 
the individual by amputating directly through the line of demarcation 
and allowing the wound to heal by granulation. 

As an illustration of this class of cases, permit me to give the essential 
points in the history of a case which was under our care in 1901 and 
1902, and operated on by my brother, Dr. A. J. Ochsner, April 14, 1902: 

A man then 82 years of age gave the history of having bruised his left 
great toe on a bathtub four months previously. A few days later he 
began to have pain and noticed a dark red discoloration of the toes ex- 
tending half way up the foot. The discoloration of the foot gradually 
subsided, but that of the toes became more pronounced and in the course 
of a few weeks the toes had become black and gangrenous. 

Condition on admission April 13, 1902: Well nourished, general con- 
dition good, functions normal, temperature 98°, pulse 70, regular and 
strong, left foot discolored to level of metatarsophalangeal junction, line 
of demarcation distinct, several small ulcers on great toe and second toe. 
The patient was anesthetized, the foot elevated as high as possible and the 
toes amputated without an Esmarch, making the skin incision through the 
line of demarcation and the bones disarticulated at the metatarsophalan- 
geal joints. No stitches were applied, the wound was dressed dry and al- 
lowed to granulate. The patient left the hospital, cured, June 22, 1902. 
About two months after leaving the hospital I met him walking without a 
limp, and, though feeble now, is still living and has had no further trou- 
ble of this kind. 

On Aug. 5, 1906, I saw a patient in consultation with Dr. J. F. Percy 
and D. E. Hertig of Galesburg, Ill., whose condition I believe is very ac- 
curately represented by Figure 1. He was 80 years of age, and when 
examined was suffering from a gangrene of his little toe on the left foot. 
He had almost no generalized arteriosclerosis, his left popliteal artery was 
perfectly soft and the pulse strong, the posterior tibial as it passes around 
the internal malleolus was somewhat arteriosclerotic and the pulse almost 
imperceptible, and his attending physician stated that several weeks pre- 
viously the pulse could not be felt at all at this point. There was no 
cardiac lesion, and this with the fact that the condition had been about 
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two months in developing practically excluded the possibility of an em- 
bolus. The patient was placed on general tonic treatment, the Bier active 
elastic constriction of the veins of the leg was continued, and in course 
of time the gangrenous portion of the extremity was exfoliated, the defect 
healed by cicatrization and epidermization, and the patient has made a 
perfect recovery. 

In the second class described, conditions are very different; here the 
arteriosclerosis is pronounced, even high up in the vessel, the greater por- 
tion of the extremity may be poorly nourished, so poorly in fact that in 
the lower extremity, for instance, the whole leg may be on the verge of 
gangrene. In these cases there is little or no tendency to the formation | 
of a distinct line of demarcation. Instead, reddish or bluish lines run 
up the dorsum of the foot and onto the anterior and lateral surfaces of 
the leg. In addition, the general vitality of the patient is so reduced that 
it has little or no power to exfoliate the gangrenous member, and in these 
cases high amputation should be promptly resorted to before the general 
strength of the patient has unduly suffered. Nature’s attempt at exfolia- 
tion of a gangrenous extremity is accompanied with a great deal of pain, 
which, plus the actual energy required, takes more strength than this 
class of patients have at their command, and consequently it is important 
to amputate just as soon as the surgeon is able to differentiate. 

In amputating for this condition there are several points worthy of 
especial consideration. The operation should be performed without an 
Esmarch constrictor, because irreparable damage can be done to arterio- 
sclerotic vessels with it. Vessels that might otherwise be able to supply 
sufficient blood to the part may be so compressed, indented and damaged 
by the constrictor as to be unable to satisfactorily perform their function 
after the constrictor has been removed. Besides this, it is a very severe 
insult to all the soft tissues, and may be just the one thing which will 
cause the gangrene to spread. The cutting off of the blood supply for 
ten, fifteen or twenty minutes may so lower the vitality of the parts as 
to make it impossible for them to subsequently revive. Instead of using 
an Esmarch, it is much better to lower the head and body as far as pos- 
sible and to elevate the extremity which is being operated upon. In this 
way the foot, for instance, can easily be held three feet higher than the 
heart, and if the vessels are grasped quickly as they are cut, an amputation 
can be made at the point of election in one of these cases without losing 
more than two ounces of blood. This position during the anesthetic has 
one other great advantage: it prevents the mucus from being aspirated 
and reduces materially the danger from postoperative pneumonia. 

The amputation must be done sufficiently high. If the incision is 
made too low, it passes through poorly nourished tissue, which has no 
power to regenerate, and in addition to causing the patient the shock of 
the operation, one is likely to convert a mummified, aseptic extremity into 
a moist, septic stump, which will tax the patient’s strength much more 
severely than the former condition. The most painstaking asepsis is nec- 
essary. Healthy, vigorous tissue, as we all know, can successfully combat 
slight infections, while devitalized tissue is practically powerless to do 
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this, hence the necessity of special precaution when operating for senile 
gangrene. 

The operation should be done with as little trauma as possible. The 
knife should be very sharp and the tissues of the stump should be handled 
as little and as gently as possible, both during the operation and in the 
subsequent dressings. The operation should be as rapidly and dexter- 
ously performed as is compatible with gentle manipulation, the skin and 
periosteal flaps should be amply long, the bone being cut very short. 
The ends of the bone should be covered with periosteum, held in place 
by one or two fine unchromicized catgut stitches. The skin flaps should 
either be held in place by proper gauze dressings or by only a few silk- 
worm gut stitches. The drainage must be ample, as nothing is more 
likely to cause an extension of the gangrene than undue tension from 
pent-up wound secretions. However, free drainage should be secured by 
little suturing in preference to any of the drainage devices, because all 
of these cause more or less pressure and are likely to favor gangrene. The 
least possible amount of general anesthetic that will keep the patient com- 
fortably asleep should be administered. I am convinced that this point 
is of the very greatest importance, as it has much to do with postoperative 
shock. If the patient is severely shocked for ten or twelve hours follow- 
ing the operation, the parts will not be supplied with sufficient arterial 
blood and the gangrene is almost sure to extend. The patient needs all 
the strength available the first forty-eight hours after the operation, not 
only to supply the part with sufficient arterial blood, but also that he may 
have sufficient strength to sit up in bed with a head rest the day of the 
operation and be placed in a wheel chair for a short interval twice a day 
every day thereafter until he is able to walk. The points above enumer- 
ated all tend to preserve the general strength of the patient and especially 
to protect the already devitalized extremity. 

In all the articles which I have read it is very evident that a confusion 
has existed in regard to the treatment of senile gangrene, and that a 
diversity of opinion has been held and expressed in the past. In none 
of the articles which I have been able to find has there been a clear dif- 
ferentiation made between the two classes above outlined. In only one 
was the use of the Esmarch constrictor interdicted, while in several opera- 
tions reported its use was recommended. Most authors agreed with Jona- 
than Hutchinson in advising early amputation through the middle of the 
thigh in all cases, while others favored delay in certain cases without 
apparently having a clear conception in which cases early amputation 
and in which cases delay should be practiced. 

As an example of the above method of treatment permit me to report 
the following case, No. 17,761, male, age 80 years, tailor, who came under 
my care Feb. 22, 1906, with a history that about one year ago he began 
to have pain in the left lower extremity, the pain becoming worse con- 
stantly. About six weeks before he came under my care his left leg and 
foot began to swell and the pain became more intense. Three weeks later 
discoloration appeared on his toes and steadily progressed upwards. He 
was otherwise in fairly good general condition, but suffering severely 
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from pain in the left lower extremity. All of the palpable arteries were 
literally as hard as pipe stems, heart sounds clear, cardiac dulness slightly 
increased, pulse irregular. Toes of the left foot black, gangrenous, with 
skin abraded in various places, reddish and brownish streaks passing up 
the dorsum of the foot to a little above the ankle joint, no clear line of 
demarcation. Four days later the patient was anesthetized and an ampu- 
tation through the middle of the leg was performed according to the meth- 
od above outlined. Barring a small area of necrosis which subsequently 
had to be skin grafted, the patient made an uneventful recovery. 

In connection with this case I would say that I believe in this type of 
gangrene the amputation must be made at a point sufficiently high in 
order to reduce to a minimum the possibility of the necessity of a second- 
ary amputation. Just where this point will be will depend upon the 
individual case, but in most cases a thigh amputation will be required, 
and in that instance I should personally favor a transcondyloid or so- 
called Carden’s operation. The Gritti or Gritti-Stokes operations have 
never appealed to me in these cases, because I have feared that the nutri- 
tion of the patella would be insufficient, and I have always tried to elimin- 
ate every feature that might interfere with rapid healing. The one objec- 
tion to the thigh operation is that these old patients with thigh amputa- 
ions have great difficulty in learning to walk with artificial limbs. Be 
sides, many of them are poor and do not feel that they can afford the out- 
lay of an expensive artificial leg. For these reasons it is desirable to make 
the amputation at the place of election, a hand’s breadth below the knee 
joint, wherever the vitality of the tissues will warrant such a low amputa- 
tion. Patients over 80 years of age, as the one whose history I gave 
above, learn to use a peg leg on such an amputation stump very satisfac- 
torily in a few days and derive great comfort from it. 

In conclusion, I would again like to emphasize the importance of dif- 
ferentiating between these two primary classes. Though the primary dis- 
coloration may be just as extensive in Class 1 as in Class 2 at the onset, 
the reddish streaks gradually recede after the first few days, and in a 
pronounced case of the first type a definite line of demarcation forms by 
the end of two weeks, with the skin proximal to this line of demarcatién 
in a reasonably good, healthy, vigorous condition. All the cases in which 
there is marked arteriosclerosis in the main artery supplying an extremity 
at a point a considerable distance proximal to the area of gangrene and in 
which the discoloration is progressing instead of receding, and in which a 
fairly definite line of demarcation has not formed at the end of two weeks, 
should be grouped with Class 2 and an immediate operation resorted to. 
By recognizing the difference between these two pathologic conditions and 
adopting the treatment accordingly one can frequently save a useful ex- 
tremity, as in the first two cases reported, while in applying the treatment 
outlined in Class 2 in all cases which do not clearly come under Class 1 
one can, I am sure, greatly reduce the mortality. 
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PNEUMONIA.* 


R. H. Braptey, M.D. 
MARSHALL, ILL, 


In this paper I shall confine myself to lobar or croupous pneumonia, 
now regarded as one of the acute infective diseases, the different lesions 
and clinical symptoms being the direct result of the action of a specific 
virus. I shall not enter minutely into the bacteriology of the subject, 
except to say that the pneumococcus discovered by Sternburg in 1880 
and rediscovered by Frankel in 1884, is generally believed to be the causal 
agent in almost all cases of pneumonia. Dr. Washburn found virulent 
pneumococci in 30 per cent. of healthy individuals. The existence of the 
virus in the mouths and lungs of healthy persons seems obviously to have 
a very important bearing on the origin of the disease. A chill may simply 
lower the resisting power of the lung to the pneumococcus invasion, and, 
as there is little or no defense against this invasion, once the germs have 
reached the alveoli, one can readily understand why pneumonia should be 
one of the most widespread and common of acute diseases. Some diseases 
are particularly liable to be followed by pneumonia. Influenza, typhoid 
fever, measles, etc., any condition of depressed vitality due to fatigue, 
alcoholism or exposure, renders the person much more liable to the dis- 
ease. To some, the designation pneumococcic infection is preferable to 
croupous or lobar pneumonia, chiefly for the reason that the inflammatory 
lesions in the lung may be the smallest part of the process going on in the 
body and because the lung involvement has not much to do with the 
severity of the illness of the patient. ; 

It is important to bear in mind that the local lesions in the lung are 
accountable for.some, but not for all of the patient’s symptoms; that the 
patient, ill with lobar pneumonia, is suffering from a general infection 
with the pneumococcus ; that organs other than the lungs may reveal mor- 
bid lesions, at least as well marked as the local pulmonary lesion; that 
in some cases these other lesions are susceptible of recognition, and that 
the severity of the clinical manifestations in a given case depends upon 
the virulence of the infecting pneumococcus and the resistance afforded 
by the patient. Thus we find that the extent of the local lesions, be they 
in the lung or elsewhere, bear no necessary relation to the severity of the 
general symptoms; that these, on the contrary, are an expression of the 
toxemia. The greater the virulence of the infecting micro-organisms, and 
the less the tissues of the patient are able to neutralize the toxins, the 
greater the resulting toxemia. Hence it is that, of two patients with the 
same extent of lung involvement, the one will present little or no toxemia, 
while the other will be extremely toxic. The observation of large numbers 
of cases has taught that the dangers to be apprehended in pneumonia are 
due almost entirely to toxemia, and that in 90 per cent. of the fatal cases 
death results from toxemia and not from the extent of lung involvement 
or mechanical embarrassment of the circulation. 


* Read before the Section on Medicine of the Illinois State Medical Society, at 
Springfield, May 15-17, 1906. 
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In a large majority of cases the onset of the disease is sudden, with the 
well-known chill or rigor and abrupt elevation of temperature, accom- 
panied with headache, malaise, loss of appetite and aching of the limbs. 
The pulse-respiration ratio is commonly three to one, instead of four to 
one. The face is flushed, there is usually a dry cough. In most cases, if 
there is any expectoration, it is rust colored or it may be red with blood. 
In these cases there is quite a severe congestion. The skin is dry. Aus- 
cultation usually reveals dry or sibilant rales, and sometimes mucous 
rales are heard in the portion of the lung affected. Percussion usually 
shows some dulness in the affected part. It is very important in all cases 
of suspected pneumonia to make a very careful examination, as the kid- 
neys and other organs are very liable to be affected also. 

That the right lung is much more often affected than the left, the pro- 
portion being about seven to three, is probably due to the fact that the right 
bronchus is larger and less oblique than the left and more continuous 
with the trachea. The indications for treatment should be sought in and 
our treatment based upon: 1. The diagnosis of the case; 2, our concep- 
tion of the morbid process ; 3, the results of an examination of the differ- 
ent organs and structures of the body; 4, suggestive facts that we may 
elicit from the social history, the family history and the previous medical 
history of the patient. 

Perhaps the treatment of few diseases has changed so much in the last 
fifty years as that of pneumonia. Formerly blood letting and tartar 
emetic was the sheet anchor in the treatment of pneumonia, but we have 
swung to the other extreme of the pendulum and now try to support the 
patient and neutralize the toxins by the use of cardiac and nerve stim- 
ulants and tonics, antiseptics and eliminants. The older physicians held 
very tenaciously to the antiphlogistic idea in the treatment of acute 
diseases, especially in pneumonia. But now the theory underlying the 
employment of so-called antiphlogistic measures is quite forgotten or only 
regarded as “part of the historic lumber of a remote past.” So far as 
drugs are concerned, very few cases of pneumonia are treated in the old- 
fashioned manner. The place of active treatment has been gradually 
taken by what may be called the expectant method, and this is based upon 
the fact that nothing will cure the disease, that it is spontaneously curable 
in most cases, and that the aim of the physician should be to act the part 
of a skilful pilot until the crisis of the attack is passed. It is now almost 
universally recognized that the key of the position lies in the capability 
of the heart to carry on its work in its handicapped conditions, and, in 
this connection, the evil effects of high temperature and that which causes 
it upon the heart muscle must not be forgotten. At the same time it 
must be admitted that cases not infrequently prove fatal in which there 
has been no very high temperature. The main indication, therefore, 
would be met by adopting a course of treatment which, whether stimu- 
lating or tonic, is not depressing on the heart, and quinin, strychnin and 
nitroglycerin seem to me to be the most useful, so far as drugs are con- 
cerned. We find many cases in which calomel appears to have a very 
happy effect, especially where the tongue is heavily coated and dry or 
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the patient is vomiting bilious matter. It also has a good antiseptic action 
on the mouth, throat and intestinal tract. To lower the high temperature, 
I regard the use of antipyretic drugs as worse than useless, on account of 
their depressing action on the heart, which is just the thing we wish to 
avoid. We have a much better means of lowering or checking what we 
may consider a dangerously high temperature in the application of cold 
to the surface, either by the ice bag, the cold wet pack or, in extreme 
cases, the cold bath. Digitalis is discarded in these cases by many, as 
they think it produces nausea or even vomiting, lessening the desire for 
food, thereby acting as a depressant. I very seldom use it in my cases of 
pneumonia. For the acute pain or stitch in the lung, many physicians 
use dry cupping, but I have given small doses of heroin, opium, which, 
in the opinion of many physicians, should not be given in pneumonia 
at all, on account of the marked tendency this drug has to cause increased 
cyanosis and collapse, perhaps from its paralyzing action upon the res- 
piratory center. 

A supporting and in the widest sense stimulating line of treatment 
will be found to give the best results. In my experience alcohol is not 
indicated nor needed in most cases, and should not be prescribed in a 
routine way, but when it appears to be clearly required by the condition 
of the pulse or temperature and tongue it is very valuable and should be 
ziven in proportion to the age and other conditions of the patient. I 
believe the temperature of the room, in cases of pneumonia, should be 
kept at 60 degrees or not over 65 degrees. I remember a number of cases 
in which it was very clearly demonstrated. In the same family having 
two patients suffering from pneumonia at the same time, one of them 
lying in a room where there was a stove and the temperature of the room 
was at times 75° F. degrees and higher, and the other one in a room 
where there was no fire and the temperature so low that the attendants 
had to use extra wraps in order to be comfortable, the patient in the cold 
room always had lower temperature and made a more rapid recovery. 
Some physicians have given large doses of quinin in pneumonia and claim 
very good results, but in my own experience I have never used very large 
doses of quinin. 

In my cases of pneumonia in children under 12 years of age I very 
seldom give them any quinin internally, but use it dissolved in alcohol as 
a bath every eight or twelve hours with very satisfactory results. I give, 
in nearly all my cases of pneumonia, calisaya, iron and strychnin, and in 
adults quinin, iron and strychnin. I generally find indications calling 
for calomel in the first few days of the attack. I have never been able 
to formulate any routine course of treatment for my pneumonia patients, 
but try to meet the indications in each case as they present themselves. 
The question is often asked, Is there any specific for pneumonia? So 
far the answer is no. Some physicians have tried the serum treatment, 
but with no satisfactory results, as it neither hastened the crisis nor 
shortened the length of disease, doing no harm but no appreciable good. 
As to the results of different methods of treatment, we might all do well 
to bear in mind what Dr. Osler says: “Certain measures are believed 
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to have an influence in arresting, controlling or cutting short the disease. 
It is very difficult for the practitioner to arrive at satisfactory conclusions 
on this question in a disease so singularly variable in its course. How 
natural when, on the third or fourth day, the crisis occurs and convales- 
cence sets in, to attribute the happy results to the affect of some special 
medication. How easy to forget that the same unexpected early recov- 
eries occur under other conditions. 





THE LAW AS TO EXPERT TESTIMONY IN ILLINOIS. 
Wituram A. Evans, M.D. 


Chairman Medicolegal Committee Illinois State Medical Society. 
CHICAGO. 


There is a good deal of variance in the different states as to what serv- 
ice the courts can compel from physicians without special recompense. 
A Michigan legislature has passed specific laws making it illegal for 
physicians to receive extra compensation for expert testimony. Such a 
law can scarcely be made constitutional by any sort of twisting. In the 
State of Indiana the other extreme is taken (59 Indiana, I. Buckman vs. 
State). Judge Magruder, in delivering the opinion of the Supreme 
Court of Illinois in Dixon vs, the People (168 IIll., page 179), said that 
they did not follow the opinion of the Indiana court; that they accepted 
that of the Alabama Supreme Court (53 Alabama, 389, ex parte Dement) 
and other decisions based on it (36 Minn., 535; 5 Texas Ct. App., 365; 3 
Colorado Ct. Appeals, 177; 60 Ark., 204) as being the better law. Rogers 
(Expert Testimony, second edition, p. 424) says that the decisions of the 
courts are about equally divided, but that the tendency of the later opin- 
ions is toward the view that a physician, called as an expert in either a 
civil or criminal case, is compelled to testify and that for so doing he can 
recover no more than the usual per diem paid witnesses as to fact. In the 
cases decided in Illinois since the Magruder decision the courts have ac 
cepted that decision as the law of Illinois (182 Ill., October, 1899, West 
Chicago R. R. vs. Marks) without manifesting any disposition to take up 
the question anew. Therefore, it can be assumed that for several years 
at least the Magruder decision will be the rule in the State of Illinois. 
It is not probable that there will be an enactment of law specifically cov- 
ering it either way, nor is there any likelihood of so comprehensive a 
review of the entire question as would serve to inaugurate a new rule of 
procedure. 

The opinion starts by saying that this question, somewhat modified, 
has come to the State Supreme Court several times, but in each instance 
the conditions were complicated. For example, in Wright vs. People 
(112 Ill.) the doctor was a witness as to fact, and a considerable part of 
his testimony was fact testimony while some was expert testimony. The 
case of Dixon vs. the People is the first in which the adjudication can 
be said to bear solely on the matter of the expert witness. 
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The common law does not concern itself with witness fees. There- 
fore, the only witness fees which any court can assess are those which 
have been specifically provided for by statute. The statutes do not pro- 
vide for unusual expenditures as compensation for the services of expert 
witnesses. Therefore, the trial court could not order any fees except the 
ordinary witness fees. So that the matter resolves itself into the right of 
the court to demand that an expert testify concerning things in which he 
is not a witness to fact. 

The court says that the question of loss of time can be eliminated, as 
all courts are agreed that this is not a basis of compensation. The con- 
tention then narrows itself to the legal standing of expert qualifications. 
That the state can take his property from a man is well recognized. But 
two qualifications are of importance: first, the property can only be taken 
for the use of the state or the use of semi-public organizations, e. g., pub- 
lic carriers, such as railroads. If this rule held as to expert testimony, 
then it could be compelled in criminal cases, but not in civil cases between 
individuals. The second point is that the property appropriated must be 
adequately compensated for. Under the first of these qualifications experts 
could be compelled to testify in criminal cases and in civil cases where 
the state was a party—only, however, for the state in each instance. Un- 
der the second, the expert could be compelled to testify, but he must be 
adequately compensated. One need not further discuss these qualifica- 
tions, since the courts hold that expert information is not property. The 
courts, however, do hold that labor is property, and, in order to sustain 
a semblance of validity in the distinction, say that, while capacity for 
labor is not property, the act of labor is property. The opinion of the 
Supreme Court of Illinois is that an expert can be compelled to testify, 
but he can not be compelled to make special preparations to testify. For 
example, he can not be compelled to make an autopsy or microscopic 
examination or to study his anatomy, legal medicine or other books or 
specimens preparatory to testifying as an expert. We will amplify this 
point at length at another place in this discussion. If physical labor is 
property, it would seem certain that it should conform to the legal stand- 
ing of property, namely, that it could only be compulsorily taken when the 
interest of the state demanded and that it must be paid for upon a proper 
estimation of value. 

If physical labor is property, how is a distinction to be maintained 
between it and mental labor? As above indicated, the plan proposed and 
maintained in the decisions which discriminate between them is that the 
courts can compel an expert witness to testify as an expert, but that they 
can not compel him to specially prepare. If by any chance he has specially 
prepared he can be compelled to testify, making use of such special in- 
formation or preparation. The law relating to summons bears so ma- 
terially on this question that it should be discused here. A witness can be 
subpeenaed to go into any court within whose jurisdiction he is at the 
time the subpeena is served. If the subpcena issues from any state court 
in Illinois he must obey it. This means that a summons from a court sit- 
ting in Sangamon County is valid in Cook. Such a subpeena would not 
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be valid outside of Illinois. If the man served was a citizen of Indiana 
and was passing through Illinois when it was served it would be valid. 
If he was a citizen of Sangamon County and the paper was served at 
Hammond, Ind., it would not be valid. A subpoena can be validly served 
on Sunday or other holiday. It can be served by almost any sort of an 
official. If the case is a civil suit the summons must be accompanied by 
a tender of witness fees and mileage. If it is a criminal case summons 
is valid when no fees and no mileage is tendered. Either the state or the 
defense can summons a witness without tendering fees or mileage and 
the witness must obey. The theory is that processes of law are for 
the good of the commonwealth and that the individual must sacrifice his 
rights where they conflict with the common good. The necessity for such 
provision can be readily understood and the occasional injustice which it 
works in the case of a witness to fact is not considerable enough to call 
for remedy. It is supposed that no one individual would have personal 
knowledge pertaining to questions at issue so frequently that the rights 
of the court would seriously menace his rights as an individual and work 
great injustice to him. No one man in a lifetime would witness many 
murders, or be cognizant of facts pertaining to many murders. These 
considerations of justice and common sense, however, do not apply to ex- 
pert witnesses. Let us say that a medical man in Chicago had spent his 
life in studying the impulses of emotionalism. Such a man can be sum- 
moned to go to Cairo in a case, no facts of which have come to his atten- 
tion. He must go for one dollar and sixty cents a day and he must advance 
his expenses in getting there. At once upon being released from service at 
Cairo he can be similarly carried to Galena, etc. This right is not limited 
to the prosecution in criminal cases. The defense has exactly the same 
rights. In civil cases the law is practically the same. Assuming that two 
men at Quincy are quarreling over some property right in which the com- 
munity has no interest, the services of any expert in any part of the state 
can be demanded by either party for mileage fees and a nominal per 
diem. Common sense and every-day justice, as well as that community 
interest which demands proficiency of the individual—all these considera- 
tions demand a modification of the law of summons as regards expert 
witnesses. The illustrations cited are extremes and probably do not 
amount to much practically. In fact, the entire matter is a tempest in a 
teapot. Dr. Dixon had a much better remedy than carrying his case to 
the Supreme Court. The courts have ruled that, while they have the 
right to demand that the witness testify, they have no right to force him 
to prepare to testify. So long as a man has violated no law he can not 
be compelled to work for the state and certainly not for interested indi- 
viduals. When a witness is subpcenaed to testify as an expert he is not 
required to confer with the attorneys or to post up. No man is a witness 
of value unless he has carefully studied up every point which is liable to 
arise while he is on the witness stand. The lack of value of curbstone 
opinions is universally recognized. If the medical witness testifies to 
what he certainly knows and says that he does not know when he does not, 
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and makes no preparation, he will not be of value to the side putting 
him on the stand or to anybody else. In fact, the attorneys will not 
put him on the stand unless they have had a chance to talk with him. 
An unprepared expert witness will not help the case of the side relying 
upon him. Therefore, the remedy for the subpcenaed expert is to re- 
spond as an unprepared expert. This remedy is absolutely in his own 
hands and can not be taken from him by any court if he is purely an 
expert witness. If he is a witness as to fact or if he has previously made 
preparation, e. g., an autopsy or microscopic examination, he is com- 
pelled to tell what he knows and also his opinion, where he has opinions, 
but he should not allow himself to be forced, bullied or cajoled into ex- 
pressions of opinion where he has not opinion or where the ground laid 
for an opinion in his judgment is inadequate for such opinion. 

Justice Magruder, in delivering this opinion, departed from the 
citation of precedent to the degree of offering two arguments, neither 
of which do credit to his intellectual acumen. The first was that when 
the court appoints a lawyer to defend a case, the lawyer has no right 
to recover for his services. The proper theory of that case is that every 
lawyer is an officer of the court. His admission to the bar gives him 
many rights and puts upon him many duties, of which this is one. The 
cases are in no sense parallel nor does a decision of the one in any way 
bear on the other. 

The second was that a decision the other way, in the case of Dixon 
vs. the People, would establish a precedent contrary to the public policy 
in that expert testimony would go to the highest bidder. In our judg- 
ment, this decision has no bearing on public policy. If it has any it 
would be prejudicial, as it tends to make experts incompetent, misleading 
and ofttimes unavailable for the courts. But the decision does not bear 
on these points, in our opinion. The statement that testimony would go 
to the highest bidder bears on the entire question of expert testimony 
and has no special relation to the point which he was deciding, viz., the 
right of the court to force expert testimony. As to forced expert testi- 
mony, as distinguished from expert testimony as a whole, the argument 
of the court is not germane. 

The fact is that there is a question of public policy involved, and that 
it is responsible for all of the decisions on this question. We are not 
infrequently right without knowing why. It is this: If medical expert 
testimony should perforce receive special compensation, then must all 
opinion testimony do so. This includes real estate experts, business men, 
bankers, accountants, chemists, etc., as well as doctors. Opinion, inter- 
pretation of fact, is so interwoven with fact that a precedent established 
would lead to impossible conditions. The decision stands for good public 
policy without, however, stating the reasons. 

In the meantime the medical man can protect himself against ruin- 
ous use of his time by being an unprepared expert and, above all, by 
declining to confer with the compelling attorneys. 
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SURGERY OF THE GALL BLADDER.* 


M. W. Bacon, M.D. 
CHICAGO. 


Some personal experience in surgery of the gall bladder and bile ducts 
and reports of a few cases selected from among those operated upon may 
be of interest. My experience is limited to about one hundred cases. Of 
these, some have been operated upon in private houses, with the aid of 
trained nursing, in some cases, and some without; the others were at- 
tended in hospitals. A few were in St. Anthony’s Hospital, one in Wes- 
ley Hospital, three or four in St. Bernard’s Hotel Dieu; the balance were 
divided between the Englewood Hospital and St. Margaret’s Hospital, 
Hammond, Ind. The technic employed was that acquired from witness- 
ing the various operators of this city and from a few operations seen 
while on a trip abroad, and perhaps also from a personal technic gained 
from experience. Drainage has been used in all cases where the gall 
bladder has been opened for inspection of its contents, and wherever pos- 
sible the gall bladder, in anchorage, has been stitched to the peritoneum 
only. Of the whole number operated on there have been three deaths, or 
about 3 per cent. The first fatal case was the first case operated on. It 
was a case of empyema of the gall bladder, which contained a large quan- 
tity of pus and a great number of stones. The patient was in a thor- 
oughly sceptic condition when operated upon. In the light of farther 
experience, this case would have undoubtedly recovered. The second case 
was a second operation done upon the same patient for a complete removal 
of the gallbladder. This patient did well for four days and died sud- 
denly, probably from embolus. The third was a lady about 60 years of 
age, on whom there had been two previous operations, and, upon opening 
the abdomen, we found very extensive adhesions. In separating these 
as carefully as possible from the gall bladder, a large blood vessel was 
opened, and the patient died from hemorrhage. 

I do not intend to go extensively into the etiology and pathology of 
the gall bladder and gall ducts or the anatomy and physiology of them, 
but rather to give a brief synopsis of the various conditions calling for 
surgical intervention, and, as far as consistent with the safety and recov- 
ery of the patient, the best methods to be employed for the relief of these 
pathologic conditions. The position of the gall bladder and its relation 
to the external abdominal wall vary greatly. Incisions beginning at the 
lower margin of the ninth costal cartilage and carried downward along the 
outer margin of the right rectus muscle directly expose the normally 
placed gall bladder, but, as we usually have to deal with an abnormal 
gall bladder, with perhaps extensive adhesions, the incision in many cases 
may have to be considerably varied to meet the existing conditions in 
individual cases. My practice has been to make the incision along the 
outer border of the rectus muscle, and, if necessary, extend it upward 
along the costal margin toward the left and downward toward the right. 


* Read before the S. W. Medical Society, Nov. 6, 1906. 
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This is a modification of the Bevan incision and leaves little to be desired 
for exposing the parts to be operated on. 

The size of the gall bladder is as variable as its position. I have found 

it varying from the size of a child’s head to no larger than a cherry, or to 
almost complete obliteration. In operations about the gall bladder it is 
well to have in mind the blood supply and its distribution. This comes 
from the cystic artery, which divides at the neck of the gall bladder; one 
branch extends along the free side of the gall bladder and the other along 
the side of the gall bladder next to the liver. We can readily see that 
from the free distribution of the blood supply, especially at the neck of 
the gall bladder, the complete enucleation is not unattended with consid- 
erable danger of extensive hemorrhage. 
_ There exists in the lumen of the cystic duct several folds, called the 
“Heister” folds, after their discovery. This arrangement makes it very 
difficult to pass a sound from the gall bladder through the cystic duct to 
the common duct, as the probe will pass into one of these diverticula 
rather than into the duct channel. The cystic duct is often bent at a 
sharp angle, as it enters the hepatic duct, and at this point there is often 
an enlarged lymphatic gland, which might easily be mistaken for a cal- 
culus. Other glands are also situated along the common duct and portal 
vein and might mislead the surgeon to think the common duct was filled 
with calculi. 

Both the cystic and common ducts are easily exposed if there are no 
adhesions present, but adhesions may so change the normal relations that 
the gall bladder may be the only guide, and even this in some cases is prac- 
tically obliterated. 

Another guide is the foramen of Winslow. A finger introduced 
through this will enable the operator to lift forward the common duct 
and make it more accessible. Langenbuch has suggested a third way; 
that is, to find the pylorus and from it as a starting point find the com- 
mon duct. In my own personal experience, I have been able, with a free 
large opening, to find the common duct by tracing down from the gall 
bladder or by the help of the foramen of Winslow. 

The common duct, for convenience, is divided into three portions: 
one above the duodenum, one behind the duodenum and one within the 
pancreas. The first portion, about and and one-quarter inches in length, 
is the most favorable for incisions. 

Opinions differ largely as to the functions of the gall bladder, some 
authors believing it is simply used as a reservoir, while Murphy believes 
it is to regulate tension, the same as an air chamber does in an engine. 
Opinions as to jaundice vary even more largely than opinions as to the 
functions of the gall bladder. In diseases of the biliary passages there 
are two forms of icterus, an inflammatory and a lithogenous icterus. The 
first is due to swelling of the mucous membrane of the bile passages and 
may follow affections of the gall bladder, since swelling of the mucous 
membrane easily extends into the common and hepatic ducts. Lithogen- 
ous jaundice is due to obstruction of the common duct by calculi. Jaun- 
dice of the first sort does not last long and the color of the patient’s skin 
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is not deep. The second form may be very intense and last for a long 
time. However, it is not always easy to differentiate between the two 
forms. Much patience and practice are needed for exact diagnosis. Lith- 
ogenous jaundice varies from time to time and seldom reaches the degree 
attained where the common duct is obstructed by a tumor. There is an 
inflammatory cholecystitis, which extends from the gall bladder into the 
common duct, also involving the pancreas, so that the jaundice which 
accompanies the presence of a calculi in the gall bladder is due to swelling 
cf the pancreas. 

In acute cholecystitis, there is also acute swelling of the lymph glands 
along the common and cystic ducts, which may compress the common duct 
and produce jaundice. In acute cholecystitis, however, the inflammation 
usually terminates at the neck of the gall bladder. There are also acute 
inflammations in the biliary passages not accompanied by the formation 
of calculi, which may require surgical treatment. Such inflammations 
may be limited to the gall bladder, cholecystitis, or to the larger ducts, 
cholangitis, or it may spread to the finer radicals of the biliary tracts— 
diffuse cholangitis. The inflammation may be serous, fibrinous, purulent, 
gangrenous or diphtheritic. Gangrene of the gall bladder is very rarely 
observed, owing to its abundant blood supply. 

In cholecystitis, pain and tenderness is limited to the region of the gall 
bladder; often mistaken for gastric pain. It sometimes extends to the 
back and right shoulder blade. 

In cholangitis the pain is more diffuse, spreading over the whole re- 
gion occupied by the liver. In cholecystitis, jaundice is absent or slight. 
In cholangitis, it is usually well marked. Fever is present with either dis- 
ease and, in cholangitis, may assume a septic or pyemic character. Ac- 
cording to the light of our present knowledge, inflammation of the biliary 
passages is due to the introduction into them of bacteria, and it is hardly 
probable that a foreign body can produce inflammation without bac- 
terial aid, although it might favor bacterial infection. In these cases, 
cholecystotomy and drainage will best rid the system of the infected bile 
and will succeed, in case the finer bile ducts are not involved. 

The synopsis of symptoms is appended, which is of aid to the physician 
in distinguishing between the different forms of the disease. For this and 
various other quotations I am indebted to von Bergman’s Surgery. 

1. Caleuli in the gall bladder. No symptoms in the latent stage. 
Diagnosis is difficult ; is often mistaken for gastric ulcer, intestinal colic, 
movable kidney, ete. Medical treatment is sufficient. 

2. Acute cholecystitis, with usually a large stone in the neck of the 
gall bladder. Symptoms, tumor of the gall bladder, tongue-shaped lobe; 
jaundice is rare; pain in stomach; distension of upper part of abdomen; 
marked tenderness on pressure. The general symptoms slight or severe, 
according to the character of the infection. Diagnosis is easy. ‘Treatment 
operative. 

3. Calculi in the gall bladder, in which there has been previous inflam- 
mation. Adhesions between the gall bladder and intestines or omentum. 
The symptoms and diagnosis are similar to Form 1, and operation is indi- 
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cated, if attacks are frequent. Acute cholecystitis in a gall bladder much 
thickened from previous inflammation; the cystic duct is obliterated or 
obstructed by caleuli; no tumor palpable. Diagnosis is difficult. Cys- 
tectomy should be performed. 

5. Conditions the same as in Form 3, except that calculi are wanting 
and adhesions are present. Symptoms, pain, frequently produced by 
change of position. Other symptoms same as Form 3. The treatment is 
cholecystotomy with drainage. 

6. Hydrops of the gall bladder. Cystic duct obliterated or obstructed. 
The gall bladder walls are thin as paper, and the contents are a clear fluid. 
Frequently there are no symptoms, but the patient may have noticed a 
tumor or possibly may have gastric pains. The diagnosis is easy. It 
might be mistaken for floating kidney. Treatment, cholecystotomy or 
cystectomy. 

?. Empyema of the gall bladder. Pus in the gall bladder with calcu- 
lus in cystic duct and adhesions. Symptoms are, at first, the same as 
Form 2. Acute cholecystitis generally resembles hydrops; the pain is 
usually confined to region of the gall bladder, in the pit of the stomach. 
Tt may extend to the back and chest. The treatment is operative; cystot- 
omy with drainage or cystectomy. 

&. Carcinoma of the gall bladder, which contains calculus. The 
symptoms at first are those of indigestion without jaundice. Later, 
ascites and jaundice with cachexia are present. The diagnosis is difficult 
in the early stages. Treatment is unsuccessful. 

9. Acute obstruction of the common duct by calculus. The symptoms 
are jaundice, well marked, with colic and vomiting; frequent chills and 
fever, which may subside if the calculus passes. The diagnosis is easy. 
In typical attacks of colic the treatment is operative at the present day. 

10. Chronic obstruction of the common duct by calculus. The symp- 
toms are jaundice, moderate or absent, changing from day to day; the 
stools are sometimes brown, sometimes gray ; intermittent fever; usually 
pain; patient becomes cachectic and acquires a hemorrhagic diathesis. 
The treatment is operative, with drainage of the common duct if needed. 

In cases similar to Form 1 we are seldom called upon to operate for 
this condition alone, and, if we find the gall bladder filled with calculi, 
it is when we have the abdomen opened for some other purpose. Of this 
variety, I have met with a considerable number of cases, but their only 
interest lies in the fact of having discovered them. The removal of the 
stones is very easy. In Form 2, acute cholecystitis with a large stone in 
cystic duct, I can report two cases. 

Mrs. B., aged 46 years, German, married, mother of three children; has always 
enjoyed good health until some nine years ago, when she began having attacks 
of pain, with nausea and vomiting, confined to the region of stomach and gall 
bladder. Attacks would last one or two days, then pass off for one, two or 
three months. History was not definite as to fever in previous attacks, but 
presumably there was some. No jaundice or clay colored passages. I was called 
to see her May 12, 1906, and found her suffering with pain, nausea, slight fever, 
marked tenderness in the region of the gall bladder. Operated May 16, 1906. 


Found the gall bladder obseured by dense adhesions and obliterated down to 
the cystic duct, which contained a calculus as large as a small olive. The duct 
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was incised, the stone removed, and a drainage tube stitched to the incision 
in duct. Bile came through drainage tube on the fifth day. Recovery was per- 
fect, although drainage persisted for several months. 

Case 2.—Mrs. A., American, age 32 years, married, one child. Good 
health until six months previous to being seen by the writer. History of four 
attacks about one month or six weeks apart. They would come on with severe 
pain and vomiting and were always accompanied with some fever. Gall bladder 
distended; very easily palpated, and tender. Operation. Many adhesions; gall 
bladder containing very little bile with considerable muco-purulent fluid. Large 
oval stone found in cystic duct. There was pressure necrosis of wall of duct so 
that in separating adhesions, stone was easily forced through wall of duct. 
Drainage tube was passed through gall bladder beyond the opening in the duct 
and protected by packing. The gall bladder was stitched to peritoneum. Bile 
flowed freely through tube on second day. Opening healed perfectly in three 
weeks, and recovery now seems perfect. Of this class of cases I could report a 
considerable number, but these two are fairly illustrative cases. 


Of Form 3, calculi in the bladder with previous inflammatory attacks, 
adhesions, I report two cases. 


Mrs. V., age 40 years, American, married, one child. Had several attacks 
in last three years of supposed gallstone colic; sometimes accompanied with 
jaundice and sometimes not. When seen in last attack was intensely jaundiced 
and running temperature of 102°-103° F. Had just been brought home from the 
Presbyterian Hospital where she had been undergoing treatment for three weeks. 
The operation disclosed many adhesions about the gall bladder and ducts. The 
end of the gall bladder was found and opened, and twelve or fifteen stones of 
considerable size removed, with some muco-purulent fluid. A large drainage tube 
was placed well down to the cystic duct and the bladder united to the peritoneum. 
In the following few days, several stones came out through the opening. The 
jaundice gradually disappeared, and except for a rather prolonged drainage, 
she made an excellent recovery. 

Mr. B., German-American, aged 32 years, single. Seen first Feb. 10, 1904; 
found the patient in bed suffering considerable pain in gastric and gall bladder 
regions, with a moderate degree of temperature. He gave a history of having 
had several attacks during the past one and one-half years. There was no 
jaundice present. On Feb. 12, 1894, operation. Upon opening found extensive 
adhesions between the liver, omentum and intestines. It was with great difficulty 
that enough of the gall bladder could be exposed to open. This was finally done 
and six or seven irregular-shaped stones removed, with a considerable muco- 
purulent fluid. Owing to adhesions, it was found impossible to anchor the 
gall bladder to the peritoneum, and a drainage tube was passed into the gall 
bladder, protected round about with gauze packing. The convalescence was some- 
what prolonged but a final recovery. 


In Form 4, acute cholecystitis with thickened gall bladder from pre- 
vious attacks of inflammation, cystic duct obliteration or obstructed by 
calculi, the following cases are typical : 


Case 5.—Miss F., age about 30 years, American, single, by occupation a 
teacher. Saw her first in consultation April 30, 1905, for a supposed attack of 
appendicitis. She was suffering a great deal of pain all over right side from 
region of the gall bladder down to and including the appendicular region. She 
had vomited, had then muscular rigidity and temperature of 102 F. She was 
prepared for an operation on May 1, 1905. As she had marked tenderness over 
the gall bladder, an incision was made high enough up to view the gall bladder, 
which was found very much thickened and surrounded with many adhesions; also 
evidence of stone in the cystic or common duct. The incision was enlarged 
downward, and the appendix, buried in adhesions and inflamed, was liberated 
and removed. The gall bladder was also found, and found to contain a black, 
tarry, thick fluid, in which there was some pus, and a stone wedged down in the 
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cystic duct, near its junction with the hepatic duct; the gall bladder was 
opened, the stone removed, and bladder then fastened to the peritoneum. Drain- 
age was kept up in this case for about six weeks, when, everything seeming 
healthy, the wound was allowed to heal, and the patient at present is well and 
has gained in flesh about 20 pounds. 

Case 6.—Mrs. G., age 42 years, American. Was operated on at St. Margaret’s 
Hospital, Hammond, Ind., April 7, 1903. She gave a typical history of chole- 
cystitis, with probable obstruction of cystic duct. At operation, we found the 
gall bladder very much thickened, containing several medium-sized gallstones. 
They were removed and bladder stitched to peritoneum; the cystic duct opened 
in the following week and bile discharged freely from drainage opening. She 
improved greatly in health and bore a child during the following year. Unfor- 
tunately, in this case, I stitched the gall bladder too far out into the muscular 
structure and the fistula remained open and refused to heal, so on Oct. 1, 1905, 
I re-opened the wound, enucleated the gall bladder entire, and closed up the 
abdomen, which healed very kindly. She has remained well to the present time. 

In Form 5, we find the same conditions as in Form 3, except that cal- 
culi are wanting. . 

Case 7.—Mrs. H., American, widow, age about 60 years, mother of several 
children, all grown. Gave a history of having had a great many attacks during 
the past few years which were supposed to have been gall stones. Examination 
disclosed some tenderness in region of gall bladder; slight if any temperature; 
skin looked very dark but not jaundiced and eyes were clear, but had most 
intense itching of the whole body, with some digestive trouble. Operation, March 
14, 1905. Gall bladder much thickened with some adhesions about the bladder. 
Contained small amount of thick, tarry bile, mixed with some mucus. Gall 
bladder was sponged away from the liver down to near the juncture with hepatic 
duct and removed. Patient made good recovery, digestion improved, and no 
return of the itching after the operation. 

Case 8.—Mrs. W., age 36 years, American, married, no children. Had suffered 
vears with digestive troubles and occasional attacks of pain followed by marked 
tenderness in the region of gall bladder. Operation April 25, 1906. Gall blad- 
der not enlarged, was brought out of the wound and opened. Contained some 
thick bile and muco-purulent matter; cystic duct occluded; no calculi; bladder 
etitched to peritoneum and drainage tube put in cystic duct, about fifth day. The 
cystic duct opened with free discharge of-bile. Drainage was encouraged for 
three or four weeks at which time the patient seemed in first-class health. The 
wound was then allowed to heal and there has been no recurrence of symptoms 
since. 


Form 6, hydrops of gall bladder, cystic duct obstructed by calculi, or 
previous inflammation. 


Case 9.—Mrs. Y., age about 40 years, American, married, three children. 
Had always enjoyed a moderate degree of health. I saw her first in consulta- 
tion in 1898. Upon examination, I found a very movable tumor attached to the 
right side under the liver or in region of right kidney. The tumor was fully as 
large as a child’s head and could be moved over to the left side with ease. It 
was diagnosd as either an enormously distended gal! bladder or cystic kidney. As 
she had no pain, she wished to defer operation. A few weeks after, while crossing 
a rustic bridge, she slipped and fell, striking with considerable force at the site 
of tumor. During the following 24 hours, she suffered considerable pain and 
passed some blood with the urine. Was sent to the hospital and operated upon. 
The tumor proved to be hydrops of the gall bladder; contained 54 medium-sized 
stones, with one quart of clear fluid. Cystic duct occluded by one stone, which 
was removed. About two-thirds of the gall bladder was amputated and the 
balance stitched to peritoneum and drainage used. The careful examination of 
tight kidney found it perfectly normal and not movable. The hemorrhage prob- 
ably came from the bladder as there was no recurrence after the first 24 hours. 
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This case was undoubtedly one in which there should have been a complete 
enucleation done at time of operation, as the fistula remained open for a long time. 

CasE 10.—Mr. M., age 60 years, and father of a large family. Had always 
enjoyed good health, except for the past two or three years. During this time 
he had at various times pains in region of gall bladder or appendix. In the 
year 1898, I was called to operate for supposed appendicitis. Examination showed 
a tumor five or six inches in length, extending from region of liver down right 
side to and below the crest of the ilium, and was fairly movable. At operation 
tumor proved to be a largely distended gall-bladder filled with clear fluid, and 
some sixty or more large smooth stones. Anchorage of the bladder to peritoneum; 
cystic duct opened third or fourth day, and recovery complete. The appendix 
showed no signs of inflammation and was not removed. 


Form 7, empyema of gall bladder, pus and calculi. 


Mrs. M., age 54 years, married, two children; American. Saw her first May 
12, 1903. History of previous good health; was a strong, active woman and fond 
of hard work. For a few months previous to my visit she had noticed some pain 
and tenderness in right side near the liver, and, about May 10, was taken with a 
severe chill, followed by high fever and accompanied by a great deal of pain. 
Temperature 104 F., excessive tenderness over region of gall-bladder and evidence 
of septic infection. Was removed to hospital and operation done May 16, 1904. On 
opening the abdomen I found a very large gall bladder, which, on palpation, 
seemed to be perfectly solid. It was opened and found to contain one stone of 
immense size, which was removed with some difficulty. The stone was oblong, 
measured in length some four and three-quarters inches, and one and three- 
quarters inches in its greatest diameter. It was of the soft variety and was broken 
in three pieces in removal. The patient made a perfect recovery and was up and 
around the house the tenth day. As far as I have consulted statistics, this stone 
is considerably larger than any reported. There was in the gall-bladder a small 
quantity of very rank septic pus. Drainage was employed in this case for four 
weeks. I could report a number of cases of empyemia, but select this one from its 
very large sized stone. 


Form 8, carcinoma of gall bladder. 


Case 12.—Mr. C., aged 54 years, married, with one son; American. Had en- 
joyed good health until about the year 1901. During this year had several at- 
tacks of what was termed gallstone colic. Being a commercial traveler he was 
treated during these attacks by several different physicians. The atiacks came 
on sharply and required large doses of morphin to control the pain. He was 
jaundiced in nearly every attack, which generally wore off within a few days after 
subsidence of pain. On Aug. 16, 1902, he went to the hospital and requested me 
to operate for the removal of gallstones. At that time the patient was decidedly 
jaundiced; was just recovering from an attack. Operated on Aug. 18, 1902, and 
on opening the abdomen found the gall-bladder cystic and the common ducts 
showing every evidence of malignancy. Nothing farther was done, and the patient 
died within ten days from the exploratory operation. This is the only case of 
carcinoma of the gall-bladder that has come under my personal observation. 


Form 9, acute obstruction of common duct by calculi. 


Case 13.—Mr. M., aged about 44 years, married, American. Saw him first 
Sept. 1, 1904. Had been operated on some three months previous and several 
stones removed from gall-bladder. Drainage remained open and evidently all the 
bile was coming through the drainage opening and none was going the natural 
way. I diagnosed a stone in the common duct and advised operation, which was 
consented to, and on Sept. 3, 1904, he was operated on. With a large free open- 
ing I easily found the stone, which was nearly the size of an olive, in the first 
portion of the common duct. Lembert stitches were placed in the duct and drawn 
to the side before opening. The duct was then incised and the stone removed. 
The wound in the duct was then closed tightly and a small drainage tube placed 
at the site of incision. The abdominal wound was closed except for a drainage 
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tube, and as there was no Jeakage, tube removed in twenty-four hours. Bowels 
moved naturally the day following operation and showed good coloring of bile. 
Convalescence was rapid and uncomplicated. Patient in six months had gained 
forty pounds. 

CasE 14.—Mr. O., age 42, Hebrew. Was operated on first, Oct. 1, 1904, and 
gave the following history: Had. for the past two years, periodical attacks of 
pain, not very severe; it was in the region of stomach, liver, back and shoulder. 
These attacks were always accompanied by profuse and prolonged vomiting, last- 
ing three or four days, and coming on every month or six weeks. Diagnosis, chole- 
cystitis, with probable gallstones. At the operation, found the gall-bladder full of 
thickened and black bile, but could detect no stone, so stitched the gall-bladder 
to peritoneum and drained. There was some improvement as long as drainage re- 
mained open. At the end of two months the opening closed and the attack re- 
turned. On Dec. 29, 1904, I reopened the gall-bladder for farther drainage, with 
very little improvement this time, and he continued to have the attacks. On 
March 16, 1905, I persuaded him to let me reopen the wound and make a more 
careful search for a stone in the common duct. At the operation a very large in- 
cision was made, and after a most careful search a small stone was detected in 
the common duct, about one inch from the junction of cystic and hepatic ducts. 
The removal was not difficult and the incision in duct was closed up and healed 
readily. 

This case is more than ordinarily interesting from two standpoints: First, 
that so small a stone would cause so much intermittent trouble and would not 
pass through into the intestines. It was a little over one-quarter of an inch in 
length and one-eighth of an inch in diameter. It was, however, irregular in con- 
tour and had two or three sharp corners. There was at no time during his illness 
anything that could be called jaundice. The second point of interest in the case 
was the fact that he remained absolutely faithful to me all through his troubles 
and accepted my advice whenever given. After final removal of the stone there 
has been no recurrence of the pain or vomiting, and he has gained largely in weight, 
can eat well, and is now in enjoyment of as good health as he ever had before the 
attacks. . 


In reporting these cases nothing new in the way of operative technic 
is claimed, but one fact is emphasized—that in all cases operated upon 
conservatism was employed and drainage used, and the fact that out of 
one hundred of a large variety operated on under various conditions a 3 
per cent. mortality speaks well for conservatism and drainage in this class 
of surgery. 





A FEW NOTES ON RENAL FUNCTIONAL TESTS, RENAL 
DIAGNOSTIC METHODS OF NEPHRECTOMY, NEPH- 
ROTOMY, NEPHROPEXY AND URETERAL SURGERY. 
BRIEF REPORT OF SEVEN RENAL SURGICAL CASES. 

FreperickK A. LeusmMan, M.D. 

CHICAGO. 


When Hippocrates, 2,300 years ago, made the first recorded nephrot- 
omy for renal abscess, he laid the historical foundation stone of renal sur- 
gery, whose evolution became practically arrested till Simon in 1869 per- 
formed a successful nephrectomy for a renal fistula following ovariotomy, 
to be followed in 1881 by Hahn’s nephropexy. Poor Nitze, who died last 
February, and who was never willed by Fate t» make his observations well 
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ensconced behind the opportunities and protections of an executive posi- 
tion at a great public hospital, about the same time (by putting the 
illumination of the cystoscope at its end instead of using reflected light) 
laid not only the foundation for modern cystoscopy, but also put up and 
finished the building by formulating and mastering the laws governing 
the practical use of the operating cystoscope and ureter catheterization. 

Thus the impulse and resources were given to the general surgeon to 
construct the dome of renal surgery by promulgating their experiences 
with an analysis of their results. While the battle of contradictory re- 
sults and divergent opinions is still on, and we hope will continue for 
the sake of progress, yet sufficient of the smoke has cleared away to 
allow of some conclusions that seem to have within themselves sufficient 
truth enabling them to travel along under the guise of facts. 

A study of the evolution of surgery always reveals that the first 
thought in the mind of the surgeon is to cut away the organ diseased. The 
period as well as the individual surgeon, when, by experience, observing 
the relatively poor results achieved by this radical and in the main crude 
and simple method of ectomy, soon learn to look about for the more 
advanced if more difficult methods of ectomizing no more the organ now, 
but only the part diseased. In kidney surgery the future will more 
definitely determine when a sick kidney and how much of it may be 
permitted to remain and under what modifications as to its anatomic 
structure and relations. 

It soon became apparent to the busy surgeon, when he retrospected 
and compared the ante-operationem and the post-operationem or post- 
mortem diagnoses, that he must needs look for more refined methods in 
place of relying on the clinical history, a few rough-and-ready clinical 
findings as obtained by inspection, percussion and palpation, and inspec- 
tion and palpation of the delivered kidney, than he had been wont to do. 
Nephrectomy especially made a responsible ante-operationem diagnosis 
as to the ability of the remaining kidney for work a desideratum of the 
first magnitude. Urine segregators, Luy’s, Catheline’s, Harris’, etc., 
have proven so unreliable (Kiimmel) and fatal to patient (Mayo) that’ 
their application has now but few endorsers. 

Plain cystoscopy, ureteral meatoscopy without and with Voeliker 
and Joseph’s indigo carmine injection (indigo carmine, unlike methylene 
blue, does not undergo those colorless modifications) will show whether 
the trigonum and bladder are normal or catarrhal or harbor stones, or 
are the seat of trabecula formation or tumor, ulcer, edema, besides allow- 
ing definite inferences as to the kidney to be drawn from the size, shape, 
general appearance of the ureteral orifices and the volume and force of the 
ureteral urinary current, the latter’s presence or absence, etc. 

The ureter catheter will furnish the uncontaminated simultaneous 
kidney urine; its frequent application under aseptic, or if required, 
antiseptic cautele in properly trained hands, has proven itself absolutely 
harmless, the old ery of infection is still uttered almost wholly by those 
that have never taken the trouble to acquaint themselves with its use 
or its singular advantages. 
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Blood and urine cryoscopy, according to Dr. L. E. Schmidt, are at the 
present treated stepmotherly by the very man (Kiimmel) who made 
that test conspicuous and wrote a classical treatise and an analysis on 
his personal work in renal surgery. But Kapsammer and Rovzing and 
many other scientific observers soon proved conclusively that cryoscopy, 
while not without positive value, yet often deceived both in its negative 
and positive findings. So we must bid a parting farewell to a once 
respected and now thoroughly neglected claimant for the honors of func- 
tional renal diagnosis. 

The phloridizin test is still retaining some influential advocates like 
Kapsammer, but there are not voices (Israel) lacking that go to show that 
the test is not always reliable nor free from danger to the patient. 
Achard’s methylene blue test, one of the oldest, has had sufficient time to 
wear out whatever short-lived reputation had been cast upon it at one 
time. 

The electric conduction test, based as it is on cryoscopy as a standard 
never passed the stage of being anything more than a pretty little toy. 
It can be operated with quantities as small as 1 to 2 c.c. 

Some months ago the writer directed a letter of inquiry to a number 
of noted surgeons in this country. Here are their replies: 

Dr. Grorce F. SHears:—In answer to your first question, upon 
what method do you rely to ascertain the functionating capacity of the 
kidney in the case of a prospective nephrectomy? I answer that the 
nephrectomies made by me have usually been operations of necessity, cases 
of malignant disease or tubercular disease, or of practical destruction 
of the kidney as shown by inspection. The question of the functionating 
power of the remaining kidney has been a matter of interest, but the 
decision would not necessarily have influenced the operation. It may be 
unsafe to remove one kidney when the freezing power of the blood is 
lower than 0.59 C., but it may be less safe to let the kidney remain. 
Practically having demonstrated the presence of the second kidney by in- 
spection of the ureteral openings on the bladder surface, using either 
the endoscope in women or the cystoscope in men, I have gone ahead 
believing that as yet there is no reliable test to determine the actual 
capacity of the kidney. 

In regard to your second question, What are your personal views as 
to the valuation of cryoscopy and the determination tests as applied to 
clinical uses, I would answer that from my present knowledge of the his- 
tory of the case, the physical and clinical conditions present are, in my 
judgment, of more value than any tests as yet suggested. I am deter- 
mined, however, to give the freezing and the phloridzin tests further 
trial. I am sorry I can not be more definite. I shall be glad to know 
the results of your studies. 

Dr. ArTHUR Dean Bevan:—Your letter of the 23rd would have 
been answered before, but I have been in New York. I do not feel that 
I am an authority on the subject of your inquiry. Dr. Tieken has de- 
voted an entire year to this study, using the material of myself and Dr. 
Billings. I am sure he would be glad to send you a reprint if you re- 
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quested it. My own opinion is that the cryoscopic examination of the 
blood is the only thing in this line that has been demonstrated reliable 
and of value. Before doing a nephrectomy we always obtain a cryoscopic 
blood finding. We feel comfortable if it is not over 0.57, and uncomi- 
fortable if it is above 60. We have, however, had no cases in which it 
was determining. Write to Tieken. 

Dr. J. CLakeENcE WeEBsTER:—I have been unable to reply to your 
letter of December 23, having been absent from the city. Before remov- 
ing a kidney I make a careful cystoscopic examination and catheterize 
the ureters so as to gain exact information regarding the urine from 
each kidney. In obscure cases previous to the removal of the kidney, 
I have occasionally examined the other kidney through a lumbar ex- 
ploratory incision. Sometimes in cases of a large renal swelling, I have 
chosen the anterior incision in order that the opposite kidney might be 
palpated internally. As regards cryoscopy and electric conduction tests, 
I can give no opinion that is worth anything. I have not yet had suffi- 
cient experience with them. 

Dr. AtBert J. OcHsNER:—TIn answer to your letter, I would say that 
in making the nephrectomy I depend upon the Harris segregator to 
determine the condition of the opposite kidney. My personal views as 
regards cryoscopic examinations are based entirely upon reading the 
literature. I believe that they are valuable in a theoretical way, because 
they are likely to keep men without good surgical judgment from doing 
‘dangerous operations. The test is altogether too uncertain to be of 
positive value to men with good surgical judgment. 

Dr. Cart Beck:—On my return from Florida I find your letter of 
December 23, which I hasten to answer. I do not place as much reliance 
in eryoscopy and the other physical and chemical methods as I do 
in the ureteral catheterism. This is best done under anesthesia, the 
urine from both separated, the kidneys being carefully examined. It 
seems to me that the composition of the urine gives you a fair instinctive 
guide for the functionating capacity. I have so far always been satisfied 
with the result. If I can be of any further service I shall be glad. 

Dr. J. B. Murpuy:—In reply to your letter of the 25th instant, 
I would say that I have had very little experience in the work you men- 
tion. I endeavor to ascertain the functional activity of the kidney by 
the quantity of urine passed for several days, by ureteral catheterization 
and frequently by segregation. I never do a primary nephrectomy ex- 
cept where the kidney is a simple pus sac. Cancer of the kidney is the 
only condition in which I do the ‘primary one side operation. I never 
do a nephrectomy for sarcoma where the diagnosis is made. In tubercu- 
losis of the kidney a one-sided nephrectomy may be justified as a pri- 
mary operation, or even a partial nephrectomy may be sufficient, as occa- 
sionally one pole of the kidney only is involved. I am very much in 
favor of husbanding renal secreting tissue, as can be seen from my paper 
read before the Southern Surgical Association. Under separate cover I 
send you a reprint. 
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Dr. WELLER Van Hoox:—At present we have no tested and ap- 
proved methods of determining the ability of a kidney to do all the work 
of urine excretion. Hence nephrectomies are at times attended with a 
certain risk that can not be exactly measured. It is too soon to pass 
judgment on cryoscopy. My own experience is too limited to draw 
conclusions from it. 

Dr. Witty Meyer:—I have your favor of the 23rd instant, and in 
reply would say that up to a few years ago I relied entirely upon a 
careful microscopic and chemical analysis of the specimens of urine 
separately obtained from each kidney by means of ureteral catheteriza- 
tion. As I have always had such analyses made at the same clinical 
laboratory, we have succeeded in perfecting the method to such a degree 
that even if no more than one dram could be obtained at the time, we 
were able to draw satisfactory conclusions as regards the health or 
disease of the kidneys. Of course, since cryoscopy has come into use, 
we have added this means in order to render a still more accurate diag- 
nosis. The drawback of this method is that we need at least 10 c.c. of 
urine from each kidney—and a somewhat greater quantity makes the 
task still easier; then, too, the test is of no value unless the specimens 
have been obtained from both kidneys simultaneously. Yet I use the 
method wherever I can, and attribute great value to the same. Electric 
conduction tests I have not used so far. 

Dr. E. C. Dupitey:—I have your inquiry of December 23. In reply 
to your first question, I have always relied upon the catheterization of 
the ureters through an electric cystoscope to determine the functionating 
capacity of each kidney. With reference to your second question, I have 
as yet no fixed opinion, and therefore can not express one. 

Dr. Witiiam J. Mayo:—Dr. Millet does all this work in our office, 
and I have asked him to write you the particulars as to the methods we 
use in estimating kidney function. 

Dr. M. C. Mimiter:—Dr. Mayo has handed your letter to me for 
answer. Cryoscopy we have used some, but never has it told us any- 
thing we did not know. The other tests we are not familiar with just 
at present. I am using the deep muscle injection of indigo carmine— 
have used it a few times. It has borne out our previously arrived at 
conclusions as demonstrated at operation. I do not know how we should 
like it. We have tried most of the many tests at times, but have more 
and more come to rely on the amount, general appearance (color, etc.), 
specific gravity and freedom from foreign elements, as blood or pus, as 
the most reliable data. The old-fashioned tests, chemical and micro- 
scopical, of the urine, seem to be practically reliable. We have lost no 
case with suppression, following nephrectomy, except one in which we 
were deceived by an intravesical separator, the better of the bad kidneys 
being removed. I am afraid this is not what you are looking for, but 
I can not say that any of the newer tests of competence have been of 
much real service to us here. Many report good results, but I often 
think that they might often get the same with a proportionate amount 
of attention to the ordinary clinical picture. 
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As can be seen by a perusal of their answers, most of them are in 
practical harmony with Rovzing, the Danish surgeon, who with ample 
material and using cryoscopy and phloridzin for more than a decade 
in his practice, came to the conclusion that the chemical, microscopical 
and bacteriological examination of the urine collected separately from 
each kidney will show: 1, Whether there is present a second kidney; 
2, whether urine flows from this or not; 3, whether the urine is free 
from pathological contents. In isolated cases (for instance, of suspected 
bilateral renal atrophy or multiple cysts) we may be in doubt about the 
condition of the other kidney, whether this one is capable of doing all 
the work. Then it becomes necessary to supplement the examination 
of the separately collected renal excretion with an inspection and pal- 
pation of both kidneys through a lumbar bilateral incision. 

Heusner quite recently constructed a novel contrivance aiming at the 
segregation of urine by pressure from without on the ureters in turn. 
Heusner claims to have found the test reliable, nor did he observe any 
inconveniences from the test except a transient tenderness and elimina- 
tion of a little blood when a diseased ureter was compressed too hard 
and too long. It is useless to pass any a priori opinion on this new com- 
petitor of the ureter catheter; it will be the privilege of the general sur- 
geon attached to a public hospital to determine the clinical value or 
worthlessness of the measure. His suggestion reminds us of Ebermann’s 
advice to compress the ureter between forceps, one blade in the rectum 
and the other in the bladder. 

Acute renal unilateral abscess has of late been receiving much needed 
attention. It is known to have succeeded gonorrhea or a trifling pyog- 
enous infection of a finger, the face, nates, the nasal mucosa, etc., the 
primary furuncle within from one to four weeks initiating an acute 
rapidly progressive abscess in and around the kidney, killing the patient 
promptly, unless the employment of the cystoscope, by clearing the diag- 
nosis, led to a timely nephrectomy or nephrotomy. With the exception of 
acute abscess, severe colic or anuria, the surgeon usually is given time to 
investigate his case. Ureteral urinalysis and cystoscopy will in the major- 
ity of cases point out whether the kidneys and which kidney is at fault. 
Clinically, experience has shown that it will not do that infallibly. Nor 
will ureteral urinalysis tell us anything about associated intra-abdominal 
pathology, An intelligent interpretation of a carefully taken history, 
supplemented by an abdominal incision, will be of much help on such 
occasions. 

It is well at the outset to understand that if we are able to diagnose 
disease of the kidney and ureter from other conditions affecting any of 
the abdominal or pelvic viscera we are doing quite well, since statistics 
as to mortality easily prove the great superiority of postperitoneal to 
peritoneal incision. 

The z-ray positively or negatively has proven a great boon to patient 
and surgeon alike in showing and locating stones. A stone shadow must 
remain constant in situation and contour in a number of exposures. The 
drawbacks attendant to its use are expense, cumbersome paraphernalia, 





134 ILLINOIS MEDICAL JOURNAL. 


the need of services of an expert attendant, the need of taking at times 
a dozen or so of plates, its failure to distinguish between intraureteral 
or intrarenal stones and concretions from outside these organs. The 
Roentgen ray will not show to what extent the kidney is disorganized. 
And then, of course, neither is the z-ray infallible; many of its advo- 
cates allow of 15 per cent. failures, even in the hands of the expert. 
Carl Beck says: “With proper technique a renal calculus must invariably 
show, provided there is one there. 

“A general exposure must precede that of a limited one, since it can 
not be known beforehand whether the suspected calculi were situated 
in one or both kidneys or ureters. In other words, the Roentgen plate 
must include an area bounded by the eleventh rib, iliac crest, vertebre 
and anterior axillary line, requiring plates 10x 12 or 11 x 14. The cri- 
terion of a good plate is that the vertebra, the eleventh and twelfth ribs 
and the outer line of ileo-psoas muscles can be clearly defined. The 
bones are not to show textural details.” Carl Beck has always found a 
renal calculus whenever a vesical concretion was present. Most vesical 
calculi are derived from the kidney. This explains recurrences of vesical 
calculus after operation. Many of our finely thought out diagnostic 
methods have been compared to those precious china wares of Dresden, 
used only in a few houses, trotted out on gala occasions; otherwise pre- 
served in the china closet. 

With the condition of the other kidney fairly ascertained, the sur- 
geon when operating is more reasonably sure of not losing his patient. 
For if the other kidney is also disorganized, he will not operate at all 
unless it were to open a renal or perirenal abscess, or until by appropriate 
treatment the sound kidney has sufficiently recuperated to take on alone 
all renal functions (Rovzing). It is well to appreciate that the nature of 
the operation required in the individual case nearly always has to be 
decided while operating. 

Renal calculus and renal tuberculosis have beeri found associated 
(Kiimmel, Bevan). Guinea-pig inoculation is a fairly accurate but not 
infallible test for tuberculosis. We have learned that renal tuberculosis 
is usually, not to say always, hematogenous and unilateral in the begin- 
ning; secondary infection or a tubercular pyonephrosis is not a rare 
occurrence. When a renal neoplasm is small, or even when larger and 
undergoing degenerative processes it is impossible frequently to distin- 
guish it from pyelonephritis or pyonephrosis. The ureter is frequently 
thickened in tuberculosis and pyonephrosis and becomes thus palpable. 
A normal ureter is never easily palpable, if palpable at all. 

Classical symptoms of nephrolithiasis, as colic, hematuria, tenderness, 
passage of stones, may be absent. Passage of stones with the urine proves 
that a concretion has passed in the urine, but it does not prove renal 
stone. Hematuria and colic are present in calculus, hydroneph- 
rosis, movable kidney, incipient tuberculosis, ureteritis, renal 
tumor, nephralgia, pyelonephritis, chronic interstitial nephritis 
and contracted kidney. Pain or tenderness in its absence or 
presence may be a symptom in any of the renal or ure- 
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teral affections. Morris does not believe in transferred or re- 
flected pain of one kidney to the other one. Calculous anuria occurs 
when the ureter or renal pelvis of one kidney is occluded, the other kidney 
being absent, atrophied or disintegrated. A diagnosis that will post- 
operationem prove approximately correct can only be made by a grouping 
of all the symptoms and by taking advantage of ureteral catheterization, 
careful percussion and palpation, palpation of the ureter according to 
Kelly’s directions, a study of a number of Roentgen pictures, guinea-pig 
inoculation. For the surgeon who has not access to all these measures, 
there remains the most important of them all: the ureter urinalysis and 
cystoscopy and the easily performed guinea-pig test, the latter especially 
in suspected tuberculosis, since, as Kiimmel says, it proves difficult in 
many cases, even with the kidney in one’s hand, to know whether it is 
sick or not. 

One of the first symptoms in renal tuberculosis is the turbid urine 
observed by the patient himself, frequent and painful at the end of mic- 
turation. The more progressive the cystic infection, the greater the fre- 
quency and loss of capacity. The bladder may become contracted to a 
degree that its capacity is reduced to from 50 to 60 c.c. Kiimmel reports 
a case of incontinence with constant urinary overflow. The contracted 
bladder may make cystoscopy and ureter catheterization impossible. Kiim- 
mel and Rovzing agree that in the case of renal tuberculosis but two 
operations are indicated: nephrotomy in bilateral, nephrectomy in uni- 
lateral disease. Renal tuberculosis may and does get well spontaneously, 
but this event experience has shown occurs so rarely that it is not reason- 
able to look for its occurrence. The presence of the caseating and sup- 
purating kidney leads to amyloid degeneration and secondary infection 
of the remaining kidney. Israel would wait for a spontaneous cure, 
Kiister would resect the part of the kidney affected, provided that part 
of the kidney is the only tubercular seat, a position supported by Murphy. 
Kiimmel, Schmieden, Wagner, Rovzing and Bevan nephrectomize a tu- 
bercular kidney, because, they hold, waiting does not cure and resection 
fails, the microscope has proven that you can not macroscopically, eyen 
with a split kidney in your hand, tell whether or not there are micro- 
scopical lesions in the part that is intended to be saved. The co-existing 
invasion of the lung or bladder is an indication and not a contraindica- 
tion for nephrectomy, because, unless too far advanced, the cystitis will 
get well, especially with Rovzing’s 5 per cent. carbolic acid after treat- 
ment. The tubercular testicle and epididymis are removed at the same 
time, or, better in severe cases, castration with vasectomy. Kiimmel’s 
death rate in nephrectomy is 6.4 per cent. Rovzing’s death rate in neph- 
rectomy is 3.3 per cent. This reduction of the death rate Rovzing attrib- 
utes not to the value of any special functional tests, but to the careful 
ureteral urinalysis. He points out that there are cases when very sick 
kidneys produce clear, non-albuminous urine, as in contracted kidney, 
multilocular cysts, hydronephrosis, malignant tumors; besides these, 
there are cases when the urine contains pus and albumin, and yet one 
kidney is nevertheless able to take up the function of both kidneys. What 
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must we do in these cases in order to prevent fatalities, not to operate on 
inoperable cases, nor to deny an operation to patients that may yet be 
saved by means of a nephrectomy? Opinion as to how to solve this ques- 
tion is far from being settled. Views widely diverge. 

“None of the known methods (cryoscopy, phloridzin or urea tests) 
for the determination of the renal function has proven itself reliable. 
Besides, we must remember that a temporary absence of functionating 
power is not identical with loss of ability to functionate properly. A per- 
fectly healthy kidney may be prevented, from many causes, to perform its 
normal labor, and, since the cause of this phenomenon is frequently found 
in disease of the sister organ, it is quite irrational to formulate indica- 
tions for nephrectomy on the basis of results derived from renal func- 
tional methods.” 

If Rovzing found the ureter urine of the kidney to remain without 
albumin, blood and micro-organisms, he, as a rule, considered operative 
intervention as justifiable, and when he found the urine albuminous then 
he was guided by whether he also found pus and micro-organisms. In 
the latter case he does not nephrectomize unless pus and micro-organisms 
give way to treatment. If he finds no pus and no micro-organisms he con- 
cludes that he is dealing with a toxic albuminuria caused by the sick kid- 
ney. Then he at once removes the kidney in order to remove the intoxica- 
tion, even if cryoscopy and phloridzin speak against nephrectomy. 

In about 50 per cent. of the cases renal tuberculosis is unilateral by 
the time the patient presents himself for treatment. Tuffier and Rovzing 
have a dozen or more authenticated cases living for years after a ‘neph- 
rectomy for tuberculosis, some of the cases having been observed as long 
as seven and more years later, all in perfect health. In 8 cases of tuber- 
culosis reported by Rovzing there was albuminuria from both kidneys. 
In three were the renal functional tests favorable, while the microscope 
showed tubercle bacilli in both kidneys. He did not operate, and they 
died, all three, after about six weeks. In the other five cases there were 
found in the other kidney no bacilli, no pus, but albumin, criminal freez- 
ing point and no sugar after phloridzin. They were all operated and 
cured. When ureter catheterization proved impossible on account of ex- 
tensive ulceration of the vesical mucosa or where there is suspicion of 
granular atrophy or multilocular cystoma be employed, so far without 
failure, exploration of both kidneys by bilateral lumbar incision. 

Israel’s experiences teach him that normal freezing point of blood is 
not only possible with bilateral severe renal disease, but also exists with 
solitary severe renal disease ; on the other hand, abnormally low freezing 
points were observed in unilateral affections that permitted of successful 
nephrectomy. He also declares that the Casper-Richter phloridzin meth- 
od frequently gives uncertain and even false results, although true for 
the majority of cases. In his 74 operated cases of renal tuberculosis, he 
was able to determine the seat of the tubercular process always without 
the functional methods. Israel’s operative mortality of 28 per cent. 
before 1901 has since been reduced to 10 per cent.; this progress is inde- 
pendent of the functional diagnosis; even ureter catheterization can not 
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wholly explain the progress. Morris and Bazy, who do not use the 
ureter catheter at all, in tuberculosis, have made equal progress. Morris’ 
former mortality of 27.7 per cent. is, since 1901, reduced to 15 per cent., 
and Bazy has, since 1890, a mortality of 6.6 per cent. Israel attributes 
the progress of lessened mortality to earlier operations before the second 
kidney is fatally involved. 

We employ, then, nephrectomy for tuberculosis, injuries, intractable 
renal fistulz, pyonephrosis, calculous pyonephrosis, neoplasm, hydroneph- 
rosis, when there is but little or no parenchyma left and irremediable 
ureteral or pelvic obstruction, inoperable ureteral stone or stricture or 
obstruction of any kind and uncontrollable hemorrhage. 

A movable and healthy kidney is fixed, and, if right-sided, Ochsner 
advises an incision to the right of the colon so as to take care of any 
pathology of the bile passages or appendix at the same time. Of course, 
we can not tell by sight and touch how the kidney is inside. Kiimmel, 
with the kidney in his hand, failed to palpate a stone soon revealed by 
the incision. Would it be better to bisect every kidney that we deem in 
need of suspension? Should we decapsulate,.as a routine, before fixation ? 
All kidneys operated on have to be fixed except in the presence of sup- 
puration. In the case of primary non-infected stone with free ureter, 
nephrotomy will be our choice. The difference in results between opera- 
tions done by incising the kidney substance and those by incising the pel- 
vis is quite marked. Tuffier arranges them thus: Nephrolithotomy, 43 
cases; mortality operation, 6.1 per cent. ; fistule, 3.33 per cent.; pyelot- 
omy, 12 cases; mortality operation, 16 2/3 per cent.; fistule, 20 per 
cent. Opening in the pelvis gives insufficient view of surfaces and calices, 
and healing tendency is not so good. Pyelotomy leads to fistula forma- 
tion, difficult to close by operation, and finally forcing a secondary neph- 
rectomy (Kiimmel). 

In calculus associated with pyelonephritis with a large stone and most 
of the parenchyma gone, or with obstruction to the ureter, we nephrec- 
tomize. When the kidney is found to contain a multitude of calculi with 
an extensively degenerated parenchyma, experience has shown that it ‘is 
better to be satisfied with a nephrotomy, because in no inconsiderable 
proportion of cases both kidneys contain calculi, so that disaster might 
result if the entire work of the kidneys were thrown on to one of them 
suddenly, and that one possibly also more or less diseased. Again, every 
bit of kidney tissue in such cases is of value, and by leaving this behind 
the performance of the functions of the kidneys is that much facilitated. 
On the other hand, if a urinary fistula persists and the urine escaping in 
the bladder from the other kidney is of fair quality, a secondary nephrec- 
tomy may be done. , 

A hydronephrosis, non-infected or infected, is nephrectomized if the 
sac is very large, most of the parenchyma gone, or if there is an inoper- 
able interference with its drainage in the pelvis or ureter. A kidney may 
retain the macroscopic appearance of an aseptic hydronephrosis and yet 
microscopic examination reveal tubercular lesions. Usually we have to 
split the kidney to locate the impediment to drainage. If retrograde 
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catheterization of the ureter from the opening of the bisected kidney, a 
not infrequent occurrence, is impossible, we incise the ureter below and 
thus catheterize the ureter downward and upward. Virchow thinks the 
case is extraordinary in which hydronephrosis exists with the ureter 
patent. Tuffier recommends nephropexy for hydronephrosis and reports 
100 per cent. cures. Yet in Fenger’s opinion this simple fixing operation 
is effective only in the beginning of valve formation, and useless when 
stenosis is present, and it is often impossible to make a diagnosis without 
examination of the seat of obstruction from within. There must, then, 
be some uncertainty when nephropexy alone is made. If there is present 
tecuperable parenchyma and ureteral drainage, or if the ureter drainage 
can be restored by plastic surgery, we nephrotomize with fixation. Change 
of position, interference with ureteral drainage from obstruction of its 
lumen by calculus, stricture, papilloma or from compression from with- 
out, as carcinoma of the bladder or uterus, ascending gonorrheal infection 
are the leading causes of hydronephrosis. In the case of bilateral hydro- 
nephrosis we resort to nephrotomy and nephropexy with temporary fis- 
tulization, attending afterward or at the time to the causes, as ureteral 
stricture, prostatic hypertrophy, bladder tumor, phymosis. A kidney 
that had a plastic done is better drained through its cortex to save the 
suture. We have recourse to the transperitoneal method for Rorse-shoe 
kidney, etc., in the latter case union of both peritonea and tamponade of 
retroperitoneal cavum from abdomen or drain and tamponade from be- 
hind. If the impediment is in the peripheral parts, bladder, uterus, 
pelvis, we remove tumors or inflammatory focus if possible; if that can 
not be done, implant ureter into the bladder. If all fails, nephrectomy. 
In the case of abdominal nephrectomy for tuberculosis, we punch a hole 
into the loin for fixation of the distal ureter. The intraperitoneal in- 
cision may be employed for diagnosis and for the purpose of ligating or 
compressing the renal vessels in connection with extraperitoneal nephrec- 
tomy. A nephrectomy in haste may be required if an alarming hemor- 
rhage is encountered by reason of trauma to the larger renal vessels or 
other causes of uncontrollable hemorrhage. A nephrotomy is never done 
if a primary nephrectomy is the self-evident thing to do. Infection is 
thus prevented. 

Whether to nephrectomize or nephrotomize in chronic abscess, pyelo- 
nephritis, pyonephrosis, infected renal calculus, will depend on the gen- 
eral condition of the patient, the condition of the other kidney and the 
anatomic conditions and relations of kidney and ureter as found on the 
operating table. For renal or suprarenal neoplasm there is but one step, 
that is removal, if not too late a case. It is advised by some authors to 
remove neoplastic tumors and hypernephromas in preference by an ab- 
dominal incision, splitting the parietal peritoneum external to the colon, 
for the reason that a clamping of the vessels prior to enucleation becomes 
thus possible and prevents the forcible expulsion of their contents into 
the general circulation. Also especially in large tumors there is less 
bruising of the parts handled. But the statistics present a much lower 
mortality of operations by the lumbar route. 
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An ecchinococecus cyst is nephrectomized or nephrotomized and 
drained if the other kidney is untrustworthy. Experience has also taught 
us to leave alone polycystic degeneration of the kidneys, except in the 
pressing need of an emergency incision. Multiple cystic degeneration, 
probably a form of retention cysts, is generally bilateral. Whenever the 
surgeon’s knife has tried, especially bilaterally, to remedy the conditions, 
such efforts have generally been quickly followed by the patient’s demise. 
Kiimmel killed a woman by nephrectomizing the polycystic kidney and 
another one when splitting both kidneys. 

Decapsulation or incision of the renal capsule for medical nephritis 
is condemned by Kiimmel’s argument, and most of us agree with him. 
A unilateral nephritis in the sense of an internal renal disease can not be 
recognized in the face of our bedside and postmortem experience. Blood, 
albumin and casts appear in many other renal infections and affections, 
and, if unilateral, allow of other diagnoses than nephritis. Parenchyma- 
tous or interstitial nephritis is always bilateral. Unilateral disease means 
tumor, stone, pyelonephritis, etc. 

If during an intra-abdominal operation an ureter is inadvertently 
cut, experience has shown abundantly that the implantation of the proxi- 
mal end after its longitudinal splitting, fastened into the vertex of the 
bladder without tension, is an extremely simple and highly successful 
measure ; if properly sewed, drainage may be dispensed with. 

Renal and ureteral plastic surgery will formulate its own rules as 
required by the case in hand. When a stone in the ureter can be pushed 
up into the split kidney, that part of the problem is solved. If during 
an extraperitoneal operation the ureter has to be incised, the ureter, if 
non-infected—and stone means infection in most cases—may be sewed 
up or left unsutured and drained. It matters not much, so long as 
intraureteral drainage is good and the ureter has received extraperitonea! 
attention. Immediate and water-tight suturing becomes the conditio 
sine qua non in the intra-abdominal operation. The upper five, perhaps 
nine, inches of the ureter ‘are accessible through the oblique lumbo- 
abdominal incision. The rest of the ureter is held to be inaccessible by 
this route. It has been suggested to approach the lower end of the ureter 
extraperitoneally by an incision through the outer edge of the rectus and 
four inches upward from its insertion, using the vas for a guide. Intra- 
abdominal ureteral plastics in the presence of infection are apt to lead 
to peritonitis and death. Abdominal examination for diagnostic purposes 
followed by extraperitoneal operation has been of value, as evidenced by 
clinical experience. In women the lower pelvic portion can be reached by 
the vagina. The vesical portion of the ureter is reached by cystotomy. 

f Kelly can not find the ureter after opening the abdomen in the semi- 
lunar line, he looks for the left ureter at its point of transit from the 
abdomen into the pelvis, by lifting of the sigmoid flexure to the right and 
exposing the ureter just beneath the peritoneum, crossing the common 
iliac artery beside the ovarian vessels. On the right side the ureter will 
be exposed by lifting up and drawing the head of the colon to the right. 
If there is much fat in the abdomen he picks up a fold of peritoneum 
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overlying the common iliac artery near its bifurcation and incises it for 
one inch; by drawing apart the edges of the incision and getting rid of 
the fat and then looking closely the ureter will be found beneath. If 
necessary to trace it further, it may be held up and the peritoneum split 
up or down, laying it bare. The abdominal portions of the ureter can 
be laid bare for inspection by incising the peritoneum reflected over the 
ascending and descending colon on the outer side, where there are no 
vessels, then by displacing the colon toward the median line the ureter is 
exposed on the psoas muscle. The easiest way is to follow the ureter 
down from a peritoneal incision. A thickened ureter is more readily 
found. When the broad ligament is opened, if the ureter is not marked 
by a catheter it may be found by touch alone by separating the anterior 
from the posterior layer of peritoneum and carrying the thumb and 
forefinger deep down to the pelvic floor and gathering up the cellular 
tissue and letting it slip out between the fingers. After a few efforts the 
ureter will be distinctly recognized and then easily traced in its course 
into the anterior part of the pelvis. 

Halle and Tuffier report each a case with multiple ureteral strictures. 
Fenger states it is probable that only strictures situated in the upper 
abdominal portion of the ureter are accessible for operable intervention. 
Inflammatory conditions of the ureter contraindicate plastic ureteral sur- 
gery, especially at its lower end. The lower end of the ureter in most 
cases after a nephrectomy takes care of itself. If suppuration persists, a 
secondary ureterectomy has to be attempted extraperitoneally. Obstruc- 
tion of the ureter from pressure from without and if due to intraperi- 
toneal pathology means a lumbar incision and a laparotomy. If the 
stricture is below the pelvic rim it will be quite a question what best to do. 
Try a nephrotomy first and ureteral dilatation and see what this will do, 
performing a secondary operation if necessary, always a doubtful pro- 
ceeding, or nephrectomize if the other kidney is judged to be good, or do 
a nephrotomy and plastic ureteral surgery in the pelvic portion of the 
ureter practically inaccessible, or make an isitraperitoneal ureteroureter- 
ostomy, or, if that is not feasible, a ureterocystoneostomy, always avoid- 
ing traction, covering anastomosis with peritoneum, making a vertical 
slit in the lower extremity of the proximal ureteral end to avoid stricture 
formation and leaving a retention catheter in the urethra. It is usually 
easier to perform a ureteral anastomosis over a catheter. For the lower 
ureter a bladder implantation; for the upper ureter anastomosis seems 
preferable. Ureterocystoneostomy has been frequently successfully per- 
formed without drainage. Implantation of the ureter in the intestines 
(except Maydle’s operation) has been rejected by the experience of sec- 
ondary renal infection. A temporary implantation on the surface of the 
body with a view to presently perform an ureteroplastic may be made 
necessary by the exigencies of the case in hand. The technical treatment 
of ureteral stricture means vertical incision and transverse suture, avoid- 
ing mucosa, with silk or catgut and fine needle, or section through upper 
end of stricture and lateral implantation of upper into lower ureter, or 
excision of stricture with end-to-end or end-in-end or end-to-side anasto- 
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mosis, or cystoureterotresis. When ureteral stricture and pelvic pouching 
co-exist, we perform a lateral anastomosis of the ureter with the pelvis 
—-pyeloureterotresis. A longitudinal incision in the ureter below the 
stricture is sutured to a corresponding incision at the most dependent 
point of the pelvis. For valve formation within the pelvis various plas- 
tic operations have been successfully performed, as longitudinal incision 
from without, with transverse suture down to but not through the mucosa. 
Guyon maintains, more radical than Tuffier, that simple nephrotomy 
with drainage is superior to every “other operation for the relief of hydro- 
nephrosis, fixation of the kidney in its proper place, and removal of cal- 
culi if present will almost always suffice to relieve the obstruction and 
prevent its recurrence.” Ureteral surgery, beyond ureteral incision, is 
not in place in the presence of suppuration. 

Following are a few cases selected from the writer’s practice: 

Five years ago Dr. Thomas Bassett Keyes invited the writer to assist 
him in a nephropexy. A diagnosis of movable kidney had been made in 
the case of a widow from Butternut, Wisconsin, aged 48, a fleshy, other- 
wise healthy woman, that complained about increasing inconveniences 
and pain attributed to a painful movable body in the left abdomen. A 
Kelly cystoscopy attempted was not successful, because the woman de- 
clared the manipulation too painful. At the People’s Hospital a lumbar 
incision was made, but we were not able, for some reason, to bring the 
kidney to the muscular incision. An abdominal incision soon enabled the 
writer to move the kidney into its proper niche and, holding it there with 
one hand in the abdomen, he cut down upon its fatty capsule from the 
lumbar incision and delivered it on the surface. The hydronephrotic kid- 
ney, measuring over 7 inches in length, on bisection along the whole of 
its convex surface, revealed good parenchyma with many cystic dilata- 
tions here and there; no stones were found with palpation methodically 
carried on over the large surfaces. Retrograde ureteral catheterization 
was possible for about 9 inches down, but no further. An intra-abdominal 
palpation over the course of the ureter without previous splitting of its 
peritoneum revealed no stone or thickening of the ureter. It was con- - 
cluded to give Nature a chance. While Dr. Keyes sewed the bisected 
kidney, after putting in a rubber tube as thick as a finger, and fastening 
the kidney itself by lead button sutures and sewing up the rest of the 
wound with a subrenal gauze drainage strip (the peritoneum had not 
been opened from the lumbar route) the writer sutured the peritoneum 
and the abdominal wall in layers. The woman was allowed to get up in 
three weeks. A renal fistula remained for about a year, when a small 
stone spontaneously passed through the wound, the fistula then promptly 
closed. The woman has been in good health since then. 

A young man of 28, during the third month of a gonorrhea, developed 
what a lumbar incision proved to be an abscess in the kidney. A nephrot- 
omy at his home and drainage secured a rapid recovery so far as the 
kidney was concerned. Two years later he got married. A year after the 
marriage the writer removed a right-sided tubo-ovarian abscess from his 
wife per vaginam at their home. Another year later at the German- 
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American Hospital, by abdominal section, he removed the left tube and 
ovary in a state of pyogenous degeneration. The husband is now but 
partially potent. Nitric acid shows about 14 inch of albumin. The 
wife complains about her husband’s inability to satisfy her sexual long- 
ings. 

1. J. N., 51,2 married, a farmer from Ransom, Illinois. Keely gradu- 
ate 14 years ago. Never sick in bed. A year and a half ago had la grippe 
(cold and cough, dead bones, chilly, cold feet, headache). Two weeks 
later hematuria, has been having intermittent hematuria frequently 
since. Lost weight and strength and had to take to bed. He was removed 
under difficulties to the German-American Hospital from his rural home, 
where July 30, 1905, Dr. Langum and the writer removed his right kid- 
ney. A previous cystoscopy was impossible on account of active hema- 
turia. The patient is well at this time and has gained weight and can 
work. (A slide prepared at the Columbus Laboratory showed the kidney 
to be in a state of parenchymatous degeneration. ) 

2. His son, W. N.,? a farmer, 25, married three years, always in good 
health till nine years ago, when colicky pains and vomiting spells set in 
intermittently, with dyspepsia as a constant feature in the interval. The 
beginning of his troubles can be traced to an injury received about one 
year prior to the onset of his troubles, when a colt squeezed him between 
its shoulder and the manger. Never had any urinary symptoms. Is los- 
ing strength. Patient looks emaciated. Urine normal. Chromocystos- 
copy reveals an extraordinary active right ureter. The left ureteral ori- 
fice indistinctly visible, nor could a stream be seen as issuing from it. A 
skiagraph showed no stone. The left kidney, presently removed by Dr. 
Langum and the writer, proved to be hydronephrotic with its contents 
resembling sterile water. Retrograde catheterization was arrested at a 
point near the bladder. The patient is well at this time and working every 
day on his farm. : 

J. T., farmer, Ransom, Illinois, aged 42, dyspeptic symptoms, with 
spells unable to work. Dates his troubles to the time, some two years 
previous, when he violently fell against one of the handles of his plow. 
No urinary symptoms; urine a few casts, otherwise normal. Incision at 
German-American Hospital below ninth rib to the outer rectus, the only 
part that palpation revealed as very tender. The tender point proved to 
be his left kidney, about four inches or more below its normal position. 
Fastened by strong adhesions to the left of the spine. Left lumbar dorsal 
incision and delivery of the kidney, which could easily be done by leaving 
the capsule behind, but proved apparently impossible with the capsule. 
A slide prepared at the Columbus Laboratory showed the kidney to be in 
a high state of parenchymatous degeneration. The patient is working 
hard now and enjoys good health. 


1. Previously reported. Leusman: Notes on the Structure, Technique and Diag- 
nostic Advantages of the Cystoscope, with Report of Two Cases of Nephrectomy, Chi. 
Med. Record, November, 1905. 
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A young widow, Chicago, 27. Dr. Mary Swanson and the writer re- 
moved a tubo-ovarian abscess and appendix over a year ago at German- 
American Hospital. Left ovary and tube looked normal then. Pain in 
the left side continuing, removed left tube and ovary, now in a state of 
chronic gonorrheal infection, about three or four months later. For a 
short while pain ceased to return within two weeks after last operation. 
A cystoscopy, performed two months after the last operation, revealed an 
ulcerated left ureteral orifice; the right one normal. Catheterization of 
the right ureter free up to pelvis. Right ureteral urine normal. On left 
side catheterization impossible on account of strictured ureter. Bladder 
urine contained albumin and pus cells and bacteria. No tubercle bacilli 
were found on culture. Guinea-pig test was not made. Nephrectomy 
proposed, as yet not accepted. 

Young man of 25, had gonorrhea two years ago. Believed himself to 
be suffering with prostatitis. The urine shows tubercle bacilli. Ureter 
catheterization was not possible on account of bladder tenderness and 
general anesthetic declined. Patient died a half a year later with renal 
tuberculosis. 

SOME GENERAL NOTIONS. 

1. Functional tests were helpful in causing us to more accurately 
study the kidneys before operation. Their findings are not without value, 
but experience shows we can do as well without as with their assistance. 
When employing them in order to save lives, we must at times operate 
despite their findings. 

2. The cystoscope and ureter catheter have come to stay; familiarity 
with its use is becoming more general every day. They are of indispens- 
able diagnostic advantage. 

3. Time will show the practical value or worthlessness of the other 
diagnostic methods. 

4. A chemical, microscopical and bacteriological examination of the 
ureter catheter urine frequently means much to the patient. 

5. The z-ray is desirable if obtainable. 

6. An early incision to and into the kidney in the presence of symp-. 
toms pointing to renal surgery is the safest thing for the patient. 

7. Do not explore during suppurating conditions. 

8. Most kidney operations demand probing ureteral patency. 

9. Experience demands early nephrolithotomy as soon as we know of 
the existence of stone, early nephrectomy for renal tuberculosis, early 
nephrotomy or nephrectomy for acute renal abscess. 

10. Nephrotomy is safer than nephrectomy in calculus, especially mul- 
tiple, in nephritis and cystic kidney. 

11. In doing renal surgery we must not neglect to take care of asso- 
ciated abdominal pathology, stomach and duodenal and colic ulcer, chole- 
lithiasis and cholecystitis, appendicitis, intestinal stricture or tumor, 
intestinal tuberculosis, uterine and pelvic adnexa disease, and vice versa. 

12. The kidney and ureter are to some degree escaping attention dur- 
ing laparotomies. The gastrointestinal tract, duodenum, pancreas, appen- 
dix, liver, spleen, gall bladder, uterus, tubes, ovaries being intraperitoneal, 
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reveal infinitely more to the palpating hand than the out-of-the-way post- 
peritoneal kidney, palpable only in part and indirectly through its fatty 
capsule. It is more difficult with the kidney in one’s hand to guess at 
its pathology than any of the other organs named. 
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DIABETES, NOT A DISEASE,PER SE, BUT A CONDITION, 
ACCOMPANIMENT OR SEQUELA OF SEVERAL 
OR NUMEROUS DISEASES.* 


S. A. Oren, M.D. 
LEWISTOWN. 


The word diabetes, derived from two Greek words, meaning to pass 
through, has been applied to the condition under consideration since the 
time of Galen and Aretaeus, about the middle or latter part of the first 
century, and included both varieties. It was distinguished by great and 
persistent increase in the quantity of urine passed, great thirst, ravenous 
appetite, dryness of the skin and wasting of the body. Dr. Thomas 
Willis, in 1675, is said to have suspected the presence of sugar in urine 
m some cases, but not in others. It was impossible to distinguish at that 


* Read before the Section on Medicine of the Illinois State Medical Society, at 
Springfield, May 15-17, 1906. 
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time between them, and succeeding authors left this ground of distinction 
almost unrecognized until about the middle of the eighteenth century, 
when the name diabetes mellitus was given to that form of the trouble 
where the urine was sweet ; otherwise the etiology, exciting causes, chief 
symptoms, course, duration, pathology and prognosis are much the same. 
In fact, it is impossible to give the story of diabetes insipidus without 
giving the most of the corresponding story of so-called diabetes mellitus. 
We are taught that diabetes insipidis frequently runs into diabetes melli- 
tus. We find glycosuria and diabetes used as synonyms ever since the 
birth of the term “glycosuria.” We also find the text-books at the present 
time using them as synonyms. Efforts have been made to eliminate, sub- 
stitute and modify the expression so as to give diabetes and glycosuria 
different meanings. In fact, when we use the term unqualifiedly we only 
convey, to a close thinker in the profession, the fact that we have some- 
thing that we do not know anything about, and, for the lack of a better 
name and because we have rather persistent glycosuria, we call it diabetes, 
but what organ or group of organs show a pathological condition we are 
about as much in the dark as our forefathers were in the middle of the 
first century when the name was first applied to it. 

Is it a disease or is it a condition, symptom or sequele of one or sev- 
eral diseases? Years ago I had occasion to thoroughly read up on dia- 
betes and searched all the literature that I was able to find on the subject. 
Before I got well into the subject I learned that I was not only extremely 
ignorant of the so-called disease, but that every other practitioner was in 
the same fix and before I completed my research I concluded that there 
was no such a disease at all, but that what we were calling a disease was a 
condition or symptom of one or more of several diseases, some of which 
we have learned something about and some of which we have not yet dis- 
covered. Thus, at the present time, we have these expressions creeping 
into general use ; traumatic, hepatic, pancreatic, intestinal, organic, toxic, 
alimentary, neurotic and renal diabetes. Our early writers regarded 
dropsy as a disease, later they learned something of its pathology and 
ceased to call it a disease, finally making a definition that seems to cover 
dropsy in a comprehensible manner. But what about that condition 
which we have been and are calling diabetes or glycosuria? Viewing or 
accepting glycosuria as a disease, we are wandering around in the darkness 
of sugar light, apparently following a professional ignis fatuus, landing 
each follower in a new place, and so it has been going on since the days 
of Galen and Areteus. While sometimes mentioned by writers in the mid- 
dle ages, it was not until 1674 that sugar was first noticed by Willis. In 
1675 Morton discovered sugar in the urine of diabetics. Previous to this 
time, the presence of sugar was unnoticed, and only the copiousness of the 
urine and the wasting of the body, ravenous appetite and great thirst 
were taken into account. It is well to notice here that the name diabetes 
was given over 1,500 years before we considered sugar as a factor in the 
disorder at all, much less in its name. From Galen’s time to 1675 the 
disorder was considered a disease of the kidneys, although Areteus, who 
lived about the same time as Galen, had said that it was due to a disease of 
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the stomach, which was agreed to by Rollo in 1787, as more nearly correct. 
In 1823 Tiedman and Gmellon found sugar to be a normal product of the 
digestion of starch. In 1835 sugar was first discovered in the blood by 
Ambrosia. In 1837 McGregor, of Glasgow, ‘proved sugar to be a normal 
constituent of the blood for the first time. He obtained the digested 
contents of the stomachs of two men who had dined three hours before— 
one a healthy man and one a diabetic. In each case the food had been 
ordinary mixed meals. Applying the yeast test, he found that both con- 
tents fermented strongly, but more especially that from the diabetic. 
He then varied the experiment. Thinking that the sugar might have been 
introduced in the vegetable food, he adopted further precaution to exclude 
that source of deception, and, after cleaning out their stomachs, he admin- 
istered to a healthy man and a diabetic man a diet of roast beef and noth- 
ing else for three days, and then, three or four hours after a meal, the con- 
tents of their stomachs were procured and treated as in the former case. 
That taken from the healthy man showed no traces of sugar, while that 
taken from the diabetic patient responded briskly to the sugar test. The 
fault, he concluded, lies in the digestive organs. Instead of healthy and 
nutritive chyle, saccharine matter is prepared by the stomach and enters 
the circulation. “That which should be converted into muscle.and fat and 
bone and nerve and membrane is hurried out of the system as sugar with 
the urine.” He says: “Thus far we see our way with tolerable clear- 
ness, but why the stomach should cease to perform its accustomed chemis- 
try upon the food and even upon sugar itself as an article of food, we have 
not yet learned. The single important step is still wanting to the com- 
plete solution of the pathologic problem.” McGregor made many other 
interesting experiments, and to finish his labors said: “We know very 
little about diabetes.” So we find one after another of our forefathers’ 
researches having a similar result. One says it is the kidneys and finds 
later on that the kidneys show pathologic lesions only on account of the 
extra work thrown on them in separating the great amount of solids from 
the blood. Others found the liver to blame, because they found the blood 
containing more sugar when it came from the liver than it contained when 
it entered it. This phenomenon was later explained as physiological and 
not pathological. Others have tied the thoracic duct and so produced 
sugar in the urine and arrived at the conclusion that the so-called disease 
was caused by pressure on the thoracic duct some place along its course. 
Still others have found that irritation of the floor of the fourth ventricle 
will cause sugar in the urine. My observations some years ago taught 
me that sugar is found in the urine following typhoid fever, relapsing 
fever, cholera, cerebrospinal fever, malarial fevers, hysteria, dyspepsia, 
diseases of the brain or nervous system, in syphilitics, in influenza or 
“grippe,” as an accompaniment of pneumogastric, spinal and meningeal 
irritation and in cancer of the pancreas. Since then we are finding it in 
other conditions. Sweet and others, in their experiments, have been able 
to produce transitory diabetes by the use of phloridzin injections, as well 
as other drugs. However, the complete removal of the pancreas was found 
necessary to produce or develop diabetes of a permanent character. It’ 
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seems to have taken the medical profession nearly 1,600 years to discover 
that sugar was at all necessary in the make-up of diabetes, and it took 
them 200 years more to find any assignable cause for the appearance of 
sugar in the urine. Since that time the causes have been variously ascer- 
tained and seemingly learned and then unlearned. Sugar was found to be 
a normal constituent of the blood, then the liver, and now of late we are 
taught that sugar is a normal constituent of urine, accepted a few years 
as announced by Brucke, Meisner and others, and now we have Maley, 
Seegan, Kuls and others claiming, after exhaustive research, that sugar 
is not a normal constituent of urine, and that in normal urine sugar is 
not found. Most writers at the present time seem to trace the pathology 
to the pancreas. Some are endeavoring to prove that the islands of 
Langerhans have the function of preventing the waste of sugar, and some 
others have found that the suprarenals have an influence over it. If we 
take up therapeutic diagnosis we find ourselves, as far back as Rollo in 
1787, to say the least. Diet is nearly the whole thing, and with probably 
80 per cent. of the profession it is practically that announced by Rollo, a 
strictly meat diet, or as near that as possible—gluten bread, meat and 
eggs. In the past few years some have advised a purely vegetable diet, 
whether for any tangible reason or to depart from the ruts of an estab- 
lished custom you can draw your own conclusions. At all events their 
success is as good, to say the least, as the old custom. The conclusion 
usually formed from so-called therapeutic diagnosis is that if the patient 
gets well you did not have a case of diabetes, and if he dies you did. Thus 
we have a case reported of persistent diabetes, with all the characteristic 
phenomena. Later a tape worm was removed from the patient, with an 
uneventful recovery from all diabetic phenomena. Therefore, it was tape 
worm that the patient had and not diabetes. The matter of sugar appear- 
ing in the urine in abnormal quantities resolves itself into a question of 
overproduction or under consumption, or both. With the surplus, from 
whatever cause, eliminated by the kidneys as a constituent of the urine, 
the excretion of sugar continues as long as there is any excess of sugar 
to be thrown off, whether it is from lack of consumption or from over- 
production, and to me it looks as if we should pay as little attention to the 
sugar as the circumstances will permit and leave us in possession of the 
real situation. We find that most cases of so-called diabetes die of some 
other disease. We also find that tuberculosis develops in the majority of 
the cases and they die with it, or those not called tuberculosis are favored 
with a death certificate of pneumonia, which often means the same thing. 
I find that it is claimed that the viscera along the intestinal tract are 
very often covered with tubercles, and I have no doubt that if close 
enough investigation was made every case would show tuberculous depos- 
its some place, and that tuberculosis is the real cause of dissolution in 
nearly, if not all, cases. 

Diabetic coma, which is given as next to lung troubles as a cause of 
death, is usually caused from albuminuria, which is but the effect of over- 
worked kidneys, causing nephritis. No definition has ever been made 
that a new writer does not change a little to fit what he finds. While 
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what was called diabetes in the middle of the first century no doubt exists 
to-day as it did then, there seems to be too much stress laid on what was 
not then considered, as it was not then recognized. I mean sugar diabetes 
was then and is now recognized as a wasting disease, with large flow of 
urine, patients usually having ravenous appetites, eating much, always 
hungry and usually having great thirst. This included all the forms of 
diabetes known then as well as now. Glycosuria is defined as sugar in 
urine, and is a synonym with diabetes mellitus. The term melituria, 
which efforts are now being made to introduce, means honey in urine, and 
is as incorrect as any other. Now diabetes, if diabetes, is diabetes as it 
was when the name was originally applied to it. We ought not substitute 
something else no better and still retain the original name in our nomen- 
clature. Summarizing—about A. D. 75, we have diabetes, meaning to 
pass through, first applied to the condition under consideration by Galen 
and Areteus. In 1839 Dunglison defined diabetes as a disease charac- 
terized by great augmentation and often manifest alteration in the flow 
of urine, with excessive thirst and progressive emaciation. He then gives 
the two varieties and says: “Where the disease is situated is not clear. 
The whole system of nutrition seems to be morbidly implicated.” In 
1845 Watson says: “In diabetes the only essential deviation from the 
standard chemical constitution of urine is that it holds in solution a 
quantity of sugar, and sugar is not a constituent of healthy urine.” Gross, 
in the same year, says: “The proximate cause of diabetes is still un- 
known.” In 1850 Condie says: “It would appear to depend upon de- 
rangement of the digestive and assimilative functions.” In 1858 George 
W. Wood tells us that “dissections have revealed nothing calculated to 
throw light upon the complaint, except that it is not necessarily con- 
nected with any organic lesion.” In 1873 Flint advises the abandonment 
of the name “diabetes” and the use of either the term “glycosuria” or 
“melaturea,” and says: “The true seat of the disease is not clearly es- 
tablished.” In 1874 Harkness defines it as “excessive urination with the 
presence of sugar in the urine,” and says: “Much remains to be done 
before the pathology of diabetes can be said to be ascertained.” In 1880 
T. Lander Brunton defines diabetes mellitus as a “disease characterized 
by persistent presence and excessive quantity of sugar in the urine,” and 
says that the pathologic appearances found on postmortem examinations 
are by no means constant and may be divided into those which may be 
supposed to have occasioned the disease and those which may be regarded 
as consequent upon it,” and among other things says: “The nervous sys- 
tem is very frequently the seat of lesions, the medulla oblongata has been 
found to be affected in some instances, sometimes by pressure of clots or a 
tumor or by inflammatory softening, the sympathetic in the abdomen has 
been observed to be much thicker than normal, the semilunar and splanch- 
nics have been found thick and cartilagenous, atrophy in the cells of the 
solar plexus, thickening as well as atrophy from concretions on the vagi, 
the meninges of the brain have been found congested, adherent and 
tubercular deposits have also been discovered in them.” 
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In 1894 Quain says: “Diabetes, meaning an excessive flow of some- 
thing, has been applied to the pathologic condition indicated by an exces- 
sive flow of urine. It has been almost wholly applied to the kind charac- 
terized by the presence of sugar in urine.” He also says: “Many patho- 
logic conditions have been recorded as occurring in those who had been 
the subjects of diabetes, but we know little of its real pathology.” In 
1900 Anders defines it as a nutritional affection, attended by an abnormal 
amount of sugar in the blood, characterized clinically by persistent glyco- 
suria and polyuria and by progressive loss of flesh and strength, and says: 
“The nature of the affection is still undetermined. Postmortem lesions 
of different organs and structures of the body has given rise to a variety 
of views.” In 1901, in the opinion of H. S. Stark, “Neither acute nor 
chronic glycosuria of itself is sufficient to warrant a diagnosis of diabetes. 
A patient can be said to be suffering from diabetes only where there is a 
glycosuria, persistent, transitory or recurrent, accompanied by one or 
more of the classical clinical features of the disease, such as polydypsia, 
polyuria, either or both accompanied by a general deterioration of health.” 
He cites a case where diabetic dyscrasia was present, but sugar could not 
be found in the urine. He then cites another case where sugar was transi- 
tory, and when sugar was present the other clinical features were absent. 
Then comes J. B. Herrick’ and says: “The crucial test in the diagnosis 
of this disease is the presence or absence of sugar in the urine.” In 1902 
H. Rosin, of Germany, reports sugar in normal urine an established fact 
and says it “may reach as much as 1.4 gram per day,” and further states 
that “the line between physiologic and pathologic glycosuria can not be 
sharply drawn. What is normal in some cases is abnormal in others,” 
while, in 1906, Maley, Seegan, Kuls and others claim that, after “exhaust- 
ive research, no sugar is found in normal urine.” In 1903 Dunglison, 
after giving his definition as above, says: “Where the disease is situated is 
not clear.” In 1905 Hare tells us “the causes of diabetes are not known,” 
although it is a well-recognized fact that lesions in certain portions of the 
nervous system are followed by glycosuria, and that certain alterations in 
the islands of Langerhans, in the pancreas and in the circulation of the 
liver are followed by the same symptom.” Of the pathology of diabetes 
we are very ignorant.” In 1906 Tyson calls it “ a condition due to some 
imperfectly understood derangement of the glycogenic or glycodestructive 
function.” Herxiemer, in his communication’ of 113 pages, says: “After 
examining 36 cases of diabetes, his conclusions are rather against the 
islands of Langerhans theory,” concluding that the cause must be sought 
in the parenchyma rather than elsewhere in the pancreas.” Hirshfield, 
at about the same time, tells us that, as a result of his research, “when 
other cause for the aggravation can be excluded, it is safe to assume some 
affection of the pancreas.” B. H. Brown, of New York, in the same 
month, writes: “If diabetes is due to a disease of the nervous system, 
and it seems to be the accepted theory at the present time,” etc. So here 
we have an aggregation of opinions, varied enough to suit the most fas- 
tidious, and far from a unit. 


1. Jour. A. M. A., Jan. 26, 1901. 
2. Jour. A. M. A., April 28. 
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In my opinion, diabetes is not a disease per se, but a condition, symp- 
tom, or sequela of one or more diseases or diseased organs, causing a dys- 
crasia, characterized by disordered nutrition, inordinate hunger and thirst, 
excessive discharge of urine, usually persistent glycosuria, with wasting 
of muscular tissue, progressive exhaustion and a fatal termination, by 
some secondary trouble, usually tuberculosis or albuminuria, caused by 
extra work thrown on the kidneys. 





THE CONSIDERATION OF SERIOUS SURGICAL EMER- 
GENCIES.* 


J. ALLMOND Day, M.D. 
JACKSONVILLE. 


It is not an uncommon occurrence for the surgeon to be brought 
suddenly face to face with cases which, through traumatism or other sur- 
gical diseases, are apparently hopeless, and the question arises, after 
careful examination and deliberate and judicious consideration, as to 
what is the best plan to pursue at the time of such emergencies ; whether 
he shall stand quietly by and, like a good nurse, endeavor by tender acts 
of mercy to soothe the pangs of death, consoling himself with the thought 
that it is the will of the Great Author of Human Existence; or whether 
he shall do something efficacious, heroic as it may seem, to make an 
effort to stay the progress of what would otherwise result in certain dis- 
solution. Such cases as these are not the ones that are apt to bring 
great credit to the surgeon, it is true, as, in the majority of instances, 
his efforts to save life are not successful, and, by operating, he is very 
likely to expose himself to severe disapprobation; but, even so, should 
the mere fear of censure and criticism cause him to-falter, and thus fail 
to do his duty, when there is even a bare possibility of saving the life 
of an individual? No, most emphatically, no! Common sense would 
cause any fair-minded person, be he physician or layman, to answer thus. 
Nevertheless, if it were possible for us to unroll the scroll that contains 
the list of the numberless dead whose lives might have been saved had. 
timely and appropriate surgical assistance been given them, had the 
physician or surgeon in charge not faltered for fear of failure and con- 
sequent condemnation, I dare say we would be amazed; ay horrified! 
But it is no less true that any attempt on the part of the surgeon to do 
something heroic during such predicaments, in the face of ignorance 
and unwarranted prejudice of laymen, and, sometimes, I am sorry to 
say, even on the part of professional consultants, requires considerahle 
independence and courage. No one realizes, as he does, that the great 
burden of the responsibility rests upon his shoulders at such times, and 
it appears, for this reason, that it would be almost an excusable offense 
should he intentionally neglect to carry out such radical and urgent 


~* Read before the Section on Surgery of the Illinois State Medical Society, at 
Springfield, May 15-17, 1906. 
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measures as the particular case may demand, in spite of his honest desire 
to save life. Experience has taught us, that certain desperate cases 
do recover where some surgical procedure has been practiced as a last 
feeble effort to save the patient from what appears, otherwise, to be 
certain death. Who knows, then, just which of these grave cases still 
retains that smoldering vital spark which can possibly be rekindled into 
renewed health, by prompt and skillful action at the hands of the sur- 
geon in attendance? How are we to know with any degree of certainty, 
whether or not the very last vestige of vital energy is entirely exhausted 
and the disease is one that is irrecoverable, and any effort on our part to 
arouse the patient to renewed health will be but vain and futile? With 
our present incomplete and uncertain methods of diagnosis, and our ina- 
bility to anticipate the exact course the disease will pursue in a given 
case, we cannot know, and it is irrational to believe that we will ever 
arrive at such a perfect state of development in this respect, as to enable 
us to guage with any degree of certainty the real tensile properties of 
human life. On account of this fact, therefore, it is reasonable to believe, 
and experience has proven, that as long as there is a fair amount of vital 
energy still present during the course of a serious surgical condition, there 
is yet time to act. It must not be that venturesome kind of action that 
is prompted by recklessness and ignorance on the part of the operator, 
but the careful, considerate and deliberate action that can only come 
about from a fair knowledge of*the pathological condition existing and 
the proper surgical technique to be practiced for its relief, after thorough 
and judicial investigation of the history and symptoms. It behooves the 
surgeon not to be too impulsive, or unduly timorous, but, at the same 
time, he must not err on the other side, by being too conservative, and 
procrastinate until the opportune time for surgical succor is passed. He 
must realize that the sin of omission, under such circumstances, is even 
as great, if not greater, than that of misguided commission. He is even 
culpable of criminal neglect, if he deprives the patient of the only chance, 
be it ever so small, for recovery. 

The surgical conditions which we most commonly meet (and this 
comprises nearly all of them) where prompt and intelligent treatment 
to endeavor to save life is necessary, are, in all cases of dangerous acci- 
dent, and when I say accident, I mean it in its broadest sense, signifying 
not only those serious injuries caused by direct traumatism, such as 
occur on railroads, or from other heavy machinery, or that result from 
gunshot wounds that happen in battle or civil life, but also those caused 
from disease strictly, such, for instance, as arise suddenly while the 
patient is*up and about; as, for example, suffocating from mechanical 
obstructions in the air passages, epistaxis, and other spontaneous hemor- 
rhages, strangulated hernia, etc.; or, on the other hand, those accidents 
which arise unexpectedly in the course of, or follow in the wake of, a 
pathological process of some days’ or weeks’ standing, as, for instance, 
intestinal or gastric perforation, caused by typhoid fever, appendicitis or 
gastric ulcer ; abscess of the liver and other organs ; laryngeal stenosis, fol- 
lowing diphtheria and other diseases of the throat, and like conditions. 
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The great proportion of the cases that come under this heading, which 
require speedy surgical relief in order to save life, are those desperate 
conditions caused by direct traumatism. Here we are confronted by a 
condition where the exact gravity of the case, and the urgent necessity for 
surgical interference, is self-evident. Even the bystanders see at a glance 
that there is a dangerous condition present that requires immediate 
treatment from whatever surgeon happens to be most accessible, and, 
hence, no special argument is necessary to convince every one that sur- 
gery furnishes the only means of relief; for this reason that there is not 
the same responsibility heaped upon the shoulders of the surgeon, neither 
is there the same demand for good judgment upon his part in deciding 
what is the best course to pursue for quick relief, as we meet in accidents 
caused purely from disease, of which I will speak later. In such cases, 
therefore, I repeat, it is not difficult to procure a concensus of opinion 
regarding the advisability of a certain surgical operation, as, on account 
of the self-evident need for the same, surgeon and layman alike agree, 
without further dissension. 

Having plainly before his eyes, therefore, an undoubted indication for 
surgical interference, the attending surgeon proceeds to do whatever is 
indicated, without further delay, knowing that he is not very likely to 
be censured. For even if he fails in his object, the injury, rather than the 
operation, will, for obvious reasons, be held responsible for the unfortu- 
nate termination of life. In such cases the surgeon recognizes a plain 
and positive surgical entity, having a known cause; a contused, lacerated 
or penetrating wound, and with one of these conditions, its usual accom- 
paniments—shock, hemorrhage and probably infection. The treatment 
demanded in such cases, therefore, is even as self-evident as the condi- 
tion itself. If shock is the most serious complication present, as it is 
likely to be, especially if the injury is due to some mangling force, this, 
first of all, demands attention, depending on its degree of severity, before 
proceeding with further operations. Unfortunately, however, there has 
been a tendency on the part of surgeons, though less frequently of recent 
years, I admit, to rush at once into whatever surgical procedure appears 
to be indicated, without first giving attention to this most important 
and serious symptom. Haste in doing protracted operations, or compli- 
cated dressings after such traumatisms, except perhaps, in certain vital 
wounds, as, for instance, perforating wounds of the abdominal viscera 
with great hemorrhage, where immediate incision and exploration is ob- 
ligatory, is a great mistake and, frequently, of itself, fatal, as, by so doing, 
a second traumatism and additional shock and hemorrhage are added to 
the already serious condition. The rational thing to do, therefore, in 
time of such a dilema, is to confine ourselves to checking the hemorrhage, 
if present and accessible, by as simple and rapid means as possible, and 
then to place the patient in as comfortable a position as practicable with- 
out undue disturbance, and diligently treat the initial shock. Absolute 
physical and mental quietude, with appropriate treatment to support the 
heart and assist it to recover its activity and rhythm, therefore, are the 
first and most important therapeutic indications to be carried out, with- 
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out fearing that a few hours’ delay will greatly interfere with the patient’s 
chances of recovery on account of possible infection, as this will have 
occurred at the time of the injury, if at all, and hurried treatment will 
not head it off. If we keep the injured one absolutely motionless, as far 
as practicable, and do not meddle with the wound, only in so far as it is 
necessary to check the hemorrhage, until the critical moment is passed, 
the probabilities of sepsis will not be very much increased ; and even if it 
is, this is a secondary consideration at such a time. After the initial 
shock has subsided, we can proceed with the necessary operation without 
increasing the damage, as the nerve centers are now better able to stand 
the insult of additional surgical traumatism, and the depressing effect 
of the anesthetic. 

Again, there is a dangerous custom, too frequently practiced, of sub- 
jecting the severely injured to the ill effects of a long journey to a hos- 
pital or other place where surgical aid can be procured, instead of keeping 
the patient quiet and requesting the surgeon to come to the place where 
the accident happened. This unnecessary movement, after the injury 
happens, with the pain, fatigue and excitement that almost invariably 
accompany it, is, of itself, frequently the immediate cause of death, and 
hence should never be done. To be sure, the advantages to be had at 
the-hospital would add greatly to the convenience of operating, and, like- 
wise, to the prospect for recovery, were it possible to accomplish them 
without the great risk incurred and the time lost by the long and tedious 
journey, but such advantages are not proportionate to the harm incurred 
by the necessary exposure in moving the patient to such a place. 

Besides absolute immobility, there is another important matter that 
shquld be observed in the treatment of such cases, and that is, the strict 
avoidance of nervous excitement, as, besides the already severe enough 
shock from bodily hurt, there is apt to be added to it shock from a purely 
mental source. In other words, we must use means to prevent the patient 
from becoming terrorized. We have many examples in our medical 
literature, where fright alone was the immediate and only cause of 
death, and it seems, therefore, reasonable to believe that it might exercise 
a strong influence, by its reflex action upon the heart, and possibly the 
blood vessels and thus increase the already existing nerve depression 
produced primarily by the traumatism. Either form of shock, however, 
is sufficient to produce disastrous results, and, for this reason, it behooves 
us to avoid the latter by shielding the patient from the usual noise and 
undisguised anxiety of friends and on-lookers, until nature can re- 
establish her crippled nerve forces and react again. 

There are, however, exceptional cases due to traumatism, where this 
conservative plan, previously referred to, is in no wise practical, and 
where immediate and even hasty operation must be done before the vital 
forces are exhausted from other causes. I refer to those cases where 
internal injuries with concealed hemorrhage urgently demand imme- 
diate action to avoid the peril of death, as, for instance, in gunshot 
wounds and other injuries of the visceral organs. In such cases, we are 
obliged to ignore, for the time being, the immediate dangers arising from 
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shock, instituting, of course, appropriate stimulating and supportive 
measures to carry the patient through the time of it, and to proceed 
with the operation for finding the source of and checking the hemorrhage 
as quickly as possible. In such injuries, hemorrhage is likely to be very 
severe and the real cause of the existing shock and the danger to life 
from this cause, is greater and surer than from either surgical shock or 
infection. True, the danger from surgical shock resulting from imme- 
diate operation, in such instances, is also great, but its effects are not so 
absolutely certain to destroy life primarily, and we must chose the lesser 
of the evils, and first treat the hemorrhage. Again, infection in such 
cases is least of all to be feared, as the majority of such injuries are the 
result of gunshot wounds, and, as Bergman and others have demonstrated, 
infection from this source is least likely to occur on account of the steriliz- 
ing effect of the great temperature the ball attains in its rapid transit 
through the atmosphere. Stab wounds and those produced by unclean 
pointed instruments, are most likely to produce violent infection, but this 
likewise, is a secondary consideration, if there is existing danger from 
hemorrhage. Hemorrhage, therefore, in all such conditions, plays the 
most important réle and is the chief factor which is destroying life. To 
combat it, therefore, must be our main object. No matter how hopeless 
the case may appear from this cause, it is never too late to attempt to 
abort its certain consequences by timely and rapid incision. It may appear, 
at first sight, that the vital limit is already reached, from the great loss of 
blood, and we might think that any effort to prolong life by checking it 
would be worthless; but, as we have no means of determining just what 
the extent of this extreme limit is in a given case, we are guilty of a 
great wrong if we fail to give the patient the benefit of the doubt. 
Having considered the serious emergencies that arise from direct 
traumatism, we will now discuss the second, and probably the most impor- 
tant part of this subject, namely: the dangerous accidents that come 
about from disease pure and simple. Such accidents may take place sud- 
denly and unexpectedly while the individual is up and about and in 
apparently good health, or, on the other hand, in the course of and as a 
complication of some severe illness. Here we have quite a different pic- 
ture and a somewhat reverse state of affairs to contend with, than those 
we see in accidents caused strictly from mechanical violence. Unlike the 
condition first considered, the surgeon is confronted by surgical conditions 
that, in the majority of cases, are more obscure and many times pro- 
foundly perplexing. Here the exact pathological condition is not spread 
out to his vision and plain to see, as in the case of accidents caused from 
direct traumatism, and, hence, there is not the same convincing evidence 
present to satisfy his own mind and the minds of others, at first sight, 
that immediate surgical interference is unquestionably demanded to save 
life. In these conditions, the danger. from delay in instituting appropri- 
ate treatment, in many cases, is extremely hazardous, and it again falls 
to the lot of the surgeon to urge upon the patient and his friends what, 
in his judgment, after careful examinations, is the best and only means 
of relief in the way of surgical operation. At the time of such accidents, 
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we are greatly handicapped by a weakened and debilitated system de- 
prived of its power of resistance, as a result of pre-existing disease, and 
here we have a condition to treat that is complicated by one or all of the 
three great surgical bugbears that lessen the patient’s chances of recovery ; 
shock, hemorrhage and infection, depending on the particular type of 
the pathological lesion. 

We will consider, first, those serious surgical conditions that arise 
suddenly and unexpectedly, while the patient is up and about and in rela- 
tively good health, such conditions as arise from severe and profuse 
hemorrhage, other than traumatic, as severe epistaxis, bleeding from an 
ulcerated tonsil which has penetrated into the internal carotid artery and 
the like; or, again, such as come about from acute obstruction of the 
bowels, as, for instance, irreducible strangulated hernia, volvulus, in- 
tussusception and kindred affections. In all such conditions we know 
from experience that a fatal termination will take place, in default of 
prompt surgical treatment. 

Suppose that our patient is suffering from one of the already-men- 
tioned forms of severe hemorrhage. In such cases the danger manifests 
itself from the outset, by a train of symptoms that are most alarming. 
Unfortunately, as a rule, in such emergencies, medical assistance is not 
readily accessible, and, consequently, considerable blood is lost before the 
necessary relief arrives ; or, the patient is allowed to become almost exsan- 
guinated, while valuable time is consumed in endeavoring to staunch 
the flow by means of certain well-known and useless home methods, before 
medical assistance is summoned. Hence, when the surgeon arrives on 
the scene, he finds himself severely handicapped at the outset in the way 
of administering the necessary surgical aid, on account of the already 
weakened and shocked condition of the patient from the great loss of 
blood. Most frequently the picture that first greets his eye, is that of the 
patient lying prostrate and unconscious, with the extreme pallor of 
death, cold skin and extremities and skin bathed in cold perspiration. 
Added to this, there will probably be an almost imperceptible and rapid 
pulse, with labored and mechanical breathing and subnormal tempera- 
ture. The prospect is anything but encouraging in such a case, as there 
is no time left time for instituting measures for sustaining the heart and 
improving the circulation, and it is a question whether the patient in 
such an enfeebled condition can withstand the disturbing effects of an 
operation for the purpose of checking the hemorrhage. Again, the ques- 
tion presents itself, whether we shall permit the patient to die, or, hope- 
less as the prospect may seem, shall we act—shall we do something heroic 
to endeavor to save his life? I would say, yes! Check the hemorrhage 
if possible, as quickly and adroitly as we can, while providing means for 
sustaining the heart with intravenous injections of normal salt and hypo- 
dermics of heart stimulants, ete. Only a few months ago, I found my- 
self in just such a trying position, in the case of a young man, a hemo- 
philiac, whom I was called in haste to see, and whom I found suffering 
with most severe and profuse bleeding at the nose. He had already lost 
such a great amount of blood, when I arrived, that he seemed to be past 
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human aid and any effort to save him seemed apparently useless. I lost 
no time in plugging the nares, first of all, to check the hemorrhage and 
then busied myself by instituting appropriate stimulating and supportive 
measures, by means of heart stimulants and by filling the circulation with 
normal salt solution, b} means of hypodermoclysis, after which I warmed 
the surface of his body with hot water bottles, etc., when, to my surprise, 
little by little, the pulse improved in quality, the breathing grew more 
regular and deeper, the skin and extremities regained their normal 
warmth, and he slowly and gradually rallied from the immediate effects 
of the hemorrhage, dying, however, a few weeks later from the profound 
anemia which I was unable to overcome. Such examples of this are fre- 
quent, and prove, beyond doubt, that it is never too late, it matters not 
how desperate the case may seem, to make an effort to prevent, or at 
least to delay, what would otherwise cause certain death. 

Let us suppose again, that a patient is brought to us suffering from 
acute obstruction of the bowels, such, for instance, as might be caused 
from strangulated hernia, volvulus or intussusception. Here, unlike the 
foregoing, the danger does not manifest itself at once, and it is only after 
much valuable time is lost in useless efforts to relieve the condition by 
manipulations and all sorts of purgatives, that a series of symptoms 
develop that indicate the real need for rapid surgical aid for saving life. 
The patient, his friends, and, sad to say, many times the attending phy- 
sician, see nothing especially alarming about the colickly pains, vomiting 
and obstipation that first appear, and time glides quickly by, while the 
patient’s chances for relief grow less and less under the alluring dose 
of an opiate and the hoped-for benefit from purgatives and high rectal 
injections. When, at last, the symptoms grow so pronounced that it is 
plainly evident that death is the penalty of further delay, the surgeon is 
called as a last resort. Another cheerless prospect! Still, even here 
there may be a few symptoms present that still hold out hope; the breath 
may not show that characteristic odor that is almost always a certain 
sign of approaching death; or the pulse may still be fairly strong and 
regular ; or some other chain of symptoms may be present, which warrant 
a surgical operation. 

Lastly, we shall consider briefly those serious surgical accidents that 
suddenly arise in the course of a severe illness of several days or weeks 
standing. As examples of these, I will mention the following: Perfora- 
tions of the intestines from typhoid fever or appendicitis ; abscesses rup- 
turing and pouring their contents into the peritoneal or cranial cavities, 
such as occur from pari-appendicular abscess, pyosalpynx or abscess of the 
middle ear, and similar conditions. Here we have the complex problem 
of infection to contend with, more than either shock or hemorrhage; 
although shock, too, plays a severe enough rdéle in such cases, and, in 
many instances, is the immediate cause of death. In all cases of perfora- 
tion of the intestines, a marked impression is soon made upon the patient. 
He will present symptoms varying from slight, or almost imperceptible, to 
most profound shock, and more often this is of severe degree, and comes 
on suddenly, with a chill, sudden fall of temperature, weak and rapid 
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pulse and hurried respiration. The expression will be anxious and the 
skin will be bathed in cold sweat. This is the usual picture that we see 
in intestinal perforations, especially these following typhoid. In this 
condition of profound collapse the patient is apt to die, unless, as some- 
times occurs, after diligent treatment of the shock, reaction gradually 
takes place. The temperature then rises, the pulse grows weaker and 
faster and the patient becomes restless and soon dies of general peritonitis. 
Here again the surgeon must take the chance and operate as soon as possi- 
ble after such symptoms appear, as the danger will constantly grow 
greater the longer he waits. General anesthesia administered to these 
patients during profound shock is absolutely contraindicated, as it will 
probably of itself finish the patient. We must, therefore, employ a local 
anesthetic, or proceed with the operation without anesthesia, with all the 
haste consistent with good technic. Acute perforating appendicitis 
usually pursues about the same course, and should be similarly treated. 
In cases where abscesses rupture into the peritoneal cavity, we have in- 
fection alone to combat, and we have no certain means of estimating the 
exact degree of intoxication which will be produced in an individual case. 
Nature, as a rule, is very active in her efforts to provide means for pro- 
tecting the general peritoneal cavity from the disastrous results of such 
invasions, by gradually forming bulwarks in anticipation of the trouble. 
This does not always take place, however, and when it does not we may be 
confronted with peritonitis as a very early consequence. No surgeon, 
nowadays, questions the propriety of operating in the early stages of peri- 
tonitis before the condition becomes general, but he may refuse to act in 
the final stage when death seems very probable; but even here it seems 
that the surgeon would be justified in intervening, except in those malig- 
nant cases where the intoxication is so profound as to make such a proce- 
dure impracticable. 

The subject is one that is worthy of more careful thoughi, but if, 
from what I have said, I can impress upon the minds of a few of the pro- 
fession the extreme importance of keeping up the fight in desperate 
cases, even in the face of what appears to be certain death, I shall feel 
repaid for the effort. 

Rooms 10-11, Morrison Block. 





CONGENITAL PYLORIC STENOSIS. 
Henry W. CHeney, M.D. 
CHICAGO. 


This disease, although rare, is occasionally encountered and we 
should, therefore, be familiar with its various phases. The number of 
cases on record is about 160. It occurs most frequently in well-nourished, 
breast-fed infants, not immediately after birth but some days or weeks 
later. The earliest onset of symptoms reported was the first day; the 
latest, about the eighth week. In the recorded cases, boys have been 
more frequently affected than girls. The clinical picture is usually 
more or less uniform. An apparently healthy child begins, at the age 





158 ILLINOIS MEDICAL JOURNAL. 


of a few days or a few weeks, to vomit, without apparent or recognizable 
cause and the vomiting remains as the prominent symptom. Other 
symptoms depend more or less on this, such as decrease in the quantity 
of urine and feces and rapid loss in weight. In most cases, these symp- 
toms increase in severity and the child dies, practically of starvation, in 
a few weeks or months. 

In a few cases, the course is more favorable and the patient goes on 
to recovery, even after the most distressing symptoms. 

Etiology.—Practically nothing is known about the etiology. As the 
disease occurs in the youngest and, apparently, most healthy infants, it 
is probable that digestive disturbances or diseases of the intestinal mucous 
membrane have little or nothing to do with its causation. The condition 
may be an error in development, since cases have been recorded in which 
there was, congenitally, a complete closure of the pylorus. 

Pathology.—Pathological conditions are divided into three classes: 
1. A more or less persistent muscular spasm of the muscular fibers of 
the pylorus and not a true hypertrophy. Undoubtedly, this is the con- 
dition, in a certain percentage of the cases. I agree with those authors 
who say that this is a separate disease and should be called congenital 
pyloric spasm and not hypertrophy. 2. A primary hypertrophy of the 
mucosa and muscular fibers of the pylorus, i. e., a developmental defect 
or malformation. 3. A secondary hypertrophy of the muscle, dependant 
on or due to another cause, such as continued pyloric spasm, erosions 
or fissures of the mucous membrane, hyperchlorhydria, etc. The second 
and third classes really constitute the true hypertrophic pyloric stenosis. 

Macroscopically, one finds the pylorus, by autopsy or operation, to 
be thickened to several times its normal size, hard, elongated and tumor 
like. The lumen of the sphincter varies, sometimes it is nearly normal, 
sometimes so small as not to admit the finest probe. Microscopically, the 
specimens usually show a great increase in size of the sphincter muscle 
and of the number of circular fibers. The longitudinal fibers may also 
be increased but not usually so much as the circular. In one case 
reported, the mucous membrane or glandular coat was greatly thickened 
and the other coats not so much so. 

Sympioms.—1. Vomiting. This is the first and most prominent 
symptom. It may begin when the babe is a few days old or the child 
may be perfectly well for a few weeks and then the vomiting begins sud- 
denly. In the case here reported, the babe was four weeks old when 
the vomiting began. ‘The vomiting is occasional at first; later it occurs 
oftener and, finally, after every feeding, either immediately or following 
in an hour or two and is explosive in character. The quantity vomited 
may be small but often the remains of several feedings accumulate and 
are discharged in large amounts at one time. In persistent cases, the 
whole of every feeding is thrown up almost as soon as taken. The 
vomited matter consists of the milk, more or less digested, according 
to the time it remained in the stomach. Bile, as a rule, is not vomited. 

2. Character of Stools—The bowel movements may be almost entirely 
absent, or, if occurring, are small in quantity and contain little or no 
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food remains. The stools consist largely of mucus and are slimy and 
dark brown or gelatinous and dark green, possibly resembling a meconium 
stool. The urine secretion is also diminished or almost absent. 

3. A continuous and rapid loss in weight and strength of the child 
caused, of course, by the starvation. 

4. Form of the Abdomen.—-The lower half is flat or sunken in while 
over the epigastric region it is somewhat distended. 

5. Peristaltic Movements of the Dilated Stomach.—This symptom 
is rarely absent and consists of a visible swelling or bulging forward of 
the abdominal wall over the stomach, which condition appears and dis- 
appears. Sometimes, a furrow may divide the swelling into two peri- 
staltic waves, which arise under the ribs on the left side and pass slowly 
across the upper abdomen and disappear at the edge of the liver. These 
waves pass from left to right and are caused by the contractions of the 
dilated stomach working against the closed pylorus. 

5. Tumor.—A small movable tumor can sometimes be felt in the 
region of the pylorus. This may be about the size of a hickory nut and 
when palpable is a most valuable diagnostic sign. 

In the form of the disease designated by some authors as pyloric 
spasm, the symptom-complex is similar, though not so marked. The 
vomiting is not so regular, continuous or explosive, perhaps resembling 
more a regurgitation. There may be periods, possibly a day at a time, 
when the child does not vomit. The loss in weight is, therefore, not so 
rapid nor so marked. Diarrhea may alternate with obstipation. Visi- 
ble peristaltic movements may rarely be present but the pyloric tumor 
almost never. As a whole, the symptoms of spasm of the pylorus do 
not seem to be so urgent nor the unafavorable course of the disease so 
rapid. 

Diagnosis —The essential symptoms on which the diagnosis should 
rest are, the persistent vomiting, obstipation, emaciation, visible peri- 
staltic waves over the stomach and pyloric tumor. The last two symp- 
toms are conclusive and, in the absence of both of them, one would 
hardly. feel justified in making a positive diagnosis. One must differen- 
tiate hypertrophic stenosis of the plorus from: 1. The simple spastic 
form, in which the symptoms are all of a milder type, with perhaps an 
occasional remission of all alarming symptoms. 2. The very rare condi- 
tions of congenital atresia of the pylorus or absence of any opening 
whatever, in which the most severe symptoms appear from the very 
first day of life and lead quickly to a fatal termination. 3. A con- 
genital narrowing or closure of the duodenum, in which the vomiting 
of bile is the differentiating point. We need hardly consider the differ- 
entiation of chronic indigestion, peritonitis or meningitis, for a careful 
consideration of the clinical picture of each will set us right. 

Prognosis.—This disease is a most serious one and nearly all posi- 
tive cases terminate fatally, unless the stenosis is relieved by surgical 
intervention. In the occasional cases which recover without operation 
the question of the accuracy of diagnosis can usually be raised. 
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Statistics founded on recoveries in non-operative cases are, there- 
fore, unreliable because of the uncertainty of diagnosis. Heubner, of 
Berlin, does not consider the trouble so serious and reports some cases as 
recovering, under palliative treatment alone. These may have been the 
simple spasmodic form. The majority of authorities, however, are of 
the opinion that true cases of hypertrophic stenosis end regularly in death 
in a few weeks or months, unless treated surgically. 

Treatment.—In the beginning of all cases, the diagnosis between 
the true hypertrophic and the spastic form will: probably be in doubt for 
a few days or longer, until the symptoms are positive enough to decide. 
During this time, a line of treatment more or less dietetic and medical 
can be carried out. If the child is breast-fed, this nourishment should 
be continued, only one-half or one-third of the usual quantity should be 
allowed and the nursing intervals might, perhaps, be shortened. If 
not successful, the child should be tried, if possible, at the breast of 
another nursing mother to see if it vomits that milk; also if the child 
is too weak to suckle, it should be fed mother’s milk with a spoon, or, if 
necessary, through an esophageal tube. If the child is artificially fed, 
it should receive small quantities of a proper food at frequent intervals, 
perhaps every two hours, and the food should be given after the child has 
vomited, if it is possible to do so. We should try to ascertain just the 
quantity the stomach will hold, without producing vomiting, and then 
endeavor to increase this gradually. If no food is retained in the 
stomach, rectal feeding may be resorted to. 

A valuable proceedure is the regular washing out of the stomach. 
This should be done two or more times a day, with the usual apparatus 
and warm sterile water or a 3 per cent. sodium bicarbonate solution. 
After the washing should follow the feeding. Protracted warm baths 
may be tried, also hot applications over the epigastrium. Medicine is 
probably of little value. Minute doses of morphin and atropin may 
be tried, with the possible effect of relieving the spdsm. Lime water or 
sodium bicarbonate has been recommended to counteract the hypera- 
eidity often present. Laxatives should not be given. 

Surgical Treatment.—Three types of operation have been done for 
this condition, viz.: 1, gastroenterostomy, which is the choice of most 
surgeons; 2, pyloroplasty, a plastic operation on the pylorus; 3, divul- 
sion or the Loreta operation, which consists in incising the stomach and 
endeavoring to dilate the pylorus with forceps. 

Dr. George F. Thompson of this city, in a recent article, has collected 
all the recorded cases of surgical treatment of this disease. He finds 
a total of 89 cases operated on which includes the case here reported. Of 
these pylorectomy was done once, with a fatal result; pyloroplasty 
was done 12 times, with 6 recoveries; divulsion was done 17 times, 
with 8 recoveries; gastroenterostomy was done 59 times, with 29 
recoveries. ‘This gives 89 cases in all, with 43 recoveries, or about 54 
per cent. cured, which is an excellent showing for such a serious con- 
dition. The operation for gastroenterostomy is growing more in favor 
and I believe, other things being equal, will become the operation of 
choice. 
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For us, it is most important to bear in mind that this condition 
exists in infancy; that it may often be mistaken for chronic indi- 
gestion ; that it is evidently far more common than has previously been 
thought; that the medical treatment is disappointing, to say the least; 
that the results of surgical treatment are most encouraging and that we 
should not hesitate to urge a prompt operation in every case as soon 
as the diagnosis is positive. 

As an example of a typical case of hypertrophic stenosis of the pylorus 
in which a successful operation was done, I wish to detail the follow- 
ing history: This boy baby was born one year ago, the second child 
of healthy parents. The first child, also a boy, was nursed by the 
mother and is living and well. This baby had a normal delivery and 
weighed eight pounds. The mother had plenty of milk and this nourish- 
ment seemed to agree with the child, occasionally there was some regurgi- 
tation. The stools were normal. At the end of a month, he weighed 
nine pounds. When the babe was four and one-half weeks old, he 
vomited two or three times a day. The next day he vomited several 
times and the father came to see me about it. Thinking it might be 
an acute indigestion, I prescribed the usual calomel, in tenth-grain 
doses. On the third day, the child vomited oftener, usually after a 
feeding. I suggested stopping the breast entirely for a day and giving 
barley water. On the fourth day, breast feeding was allowed again but 
only a small quantity each time, the baby to nurse but five minutes at 
each nursing. On the fifth day, nursing was continued and the child was 
allowed to have a larger quantity than the day before. Vomiting now 
occurred regularly, soon after each feeding. On the sixth day, I saw 
and examined the child for the first time, when the mother brought him 
to my office. Babe appeared to have lost in weight. Mouth, tongue and 
throat normal, heart and lungs negative, abdomen slightly distended, no 
tumor palpable. Urine reported small in quantity and bowel move- 
ments very slight or none at all. I passed a small esophageal tube 
and washed out the child’s stomach with warm sodium bicarbonate solu- 
tion. At this time, I was strongly impressed with the idea that the 
case was not an ordinary gastritis or indigestion but that it might be 
pyloric stenosis. On the seventh day, peristaltic waves over the stomach 
were noticed for the first time. The child had lost two pounds in weight 
during the week’s illness. Vomiting was persistent and explosive at 
times. Dr. J. A. Capps and Dr. A. D. Bevan examined the child on this 
day and an operation was decided on. It was taken to the hospital and 
operated on by Dr. Bevan, the morning of the eighth day after the 
appearance of the first symptoms. The date of the operation was Dec. 
10, 1905. 

Operation Under chloroform anesthesia, a median incision was 
made and the stomach and duodenum brought out of the opening. At 
the site of the pylorus was a firm, somewhat hard, rounded and rather 
elongated mass, the size of a hickory nut. A gastroenterostomy was 
quickly done, the coaptation made by two rows of sutures. The stomach 
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and intestines were then dropped back, the external wound closed and 
the child returned to bed in good condition. 

There was no recurrence of the vomiting after the operation. Three 
hours later, there was a brown liquid stool and, fifteen hours later, a 
yellowish bowel movement. After this, the bowels moved two or three 
times a day, more or less natural in character. The temperature was 
10214 F. on the first day. After the third day the temperature was 
normal. The child was fed by enema the first day and, thereafter, was 
allowed to nurse from the mother, a small quantity at first, gradually 
increasing later. It left the hospital the sixth day after the operation. 
The mother continued nursing the baby and he thrived fairly well, 
although he did not gain as fast as the normal. After the second month, 
he was fed a milk mixture once or twice daily in addition to the breast 
feeding. When he was about eight months old, the mother had to give 
up nursing him entirely, because her milk failed. Ever since the 
operation the bowels have been inclined to be loose, three movements 
a day being the average, some days four or five, but yellowish in color 
and fairly well formed. 

During the summer, the family were away from the city and the 
babe not having the careful attention necessary, was fed improper milk 
mixtures and developed a subacute indigestion with diarrhea and loss 
in weight. Soon after my return to the city in September I found the 
child having a movement of the bowels after every feeding; within ten 
or fiften minutes the curded milk would come through almost unchanged. 
The boy was ravenously hungry, fretful, crying and emaciated, his 
weight having fallen to twelve pounds. In consultation with Dr. Capps, 
we were of the opinion that the gastric and intestinal mucous membrane 
had become so irritated on account of the enteritis, that the abnormal 
opening between the stomach and the bowel did not allow the food to 
remain long enough in the stomach and that it literally ran through the 
patient, without being digested or absorbed. The outlook for the boy at 
this time was excedingly grave. He was put on a half milk, half barley 
water mixture and ten grains of bismuth subnitrate before each feeding, 
to control, if possible, the diarrhea. This was not effective, the move- 
ments being but slightly checked and some of the powdered bismuth 
appearing unchanged in the stool. Then five drops of the camphorated 
tincture of opium was given half an hour before each feeding. This con- 
trolled the excessive peristalsis and limited the movements to one or two 
a day. The boy began to gain in weight and the stools to be more 
natural. The opium was continued for about two weeks, gradually 
reducing the dose. The proportion of milk in the food was increased 
until at the age of eleven months he was taking whole milk and gaining 
regularly in weight. He now has an average of three movements a 
day, well formed, pasty and yellowish in color. He is able to eat crackers, 
toast and is beginning to take small amounts of egg. His condition is 
satisfactory and he weighs sixteen pounds and twelve ounces. 
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As far as I can learn this is the second successful operation for this 
condition in Chicagoe Dr. F. X. Walls reported the first successful one 
done in January, 1905. Five recoveries after operation have been 
reported in the East, three in Boston and two in New York City. 


ON PRESCRIBING.* 


H. J. Acuarp, M.D. 
ELGIN, ILL. 


In writing a paper on prescribing, it was not my intention to give a 
learned dissertation on how to construct a scientific prescription. I have, 
rather, made the title of my paper general in order to reserve to myself 
all the liberty needed, that I might say some things on prescribing, its 
uses, abuses and misuses, and also on dispensing, as the ideas have oc- 
curred to me and as they have been jotted down in the course of the last 
few years. If I speak on the prescribing of proprietary articles, I do not 
feel that an apology is due, because, although that subject has been well 
thrashed out, I may have something to say which has not yet been said, 
I may also have some suggestions to make which have a direct bearing on 
a practical solution of the abuses of prescribing, as well as of dispensing. 

Some time ago I received a pamphlet from a well-known New York 
firm, containing a “paper” on the treatment of anemia. This treatment 
is, of course, found in the preparation handled by the firm. At the end 
of the article there appears an admonition to the physician to beware of 
substitution and imitations, to prescribe only this particular preparation 
as the only true and genuine one, and to prescribe it in the original pack- 
ages only. This is an example of many similar recommendations made 
to physicians. Now the preparation in question is of German make, or is 
supposed to be. Our own manufacturing chemists have for years made 
identical preparations, which give, in selected cases, excellent results. 
Query: Are these latter remedies imitations, and is the physician who 
prescribes these preparations, instead of their German prototype, particeps 
criminis substitutionis? What, indeed, is substitution? And how far 
is the physician morally, or in courtesy, or for any other reason bound to 
prescribe original packages of proprietary preparations, if he use them 
at all? 

Have certain American firms committed a breach of any code in 
manufacturing such a preparation, and has the German manufacturer, in 
any sense, a monopoly on the formula? Granted that such be the case, 
how are we, then, different from the advertising quacks and secret nos- 
trum venders whom we are fighting, tooth and nail, for the greater public 
safety? But such a claim is in every sense opposed to the traditions, 
uses and ethics of the medical profession who have ever given their know]l- 
edge and discoveries and inventions freely and gladly for the guidance 
and greater efficiency of the guild, and for the public welfare. 


* Read before the Fox River Valley Medical Association, at Aurora, Nov. 15, 1906. 
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I maintain that a physician may prescribe a preparation of any make, 
without being guilty, even in a Pickwickian sense, of wrong doing. But 
let him specify any single manufacturer, and if the druggist were to dis- 
pense any other preparation, although it be practically identical, that 
would be substitution, and would be wrong. I hold that it is as little 
wrong for the first mentioned, or any other manufacturing chemists, to 
prepare the compound according to the German formula, as it is to pre- 
pare the alkaline antiseptic tablets, Seiler’s, or any other preparation 
suggested by any physician and accepted by the profession. 

This opening discussion leads us, by an easy transition, to a consid- 
eration of the almost general manufacture and prescribing of proprietary 
preparations, which are, in part or even wholly, secret as to their composi- 
tion. The medical profession has, until recently, allowed The Ladies’ 
Home Journal, Collier’s Weekly and other publications to fight the battle 
against medical sharks, a battle in which physicians ought to be the 
champions: because a crusade by physicians against quackery would be 
ascribed to self-interested, ulterior motives. In like manner the irregular 
practitioners have enjoyed comparative immunity from interference with 
their dishonest practices, because the regular practitioners were afraid to 
enter the fight, lest their motives be impugned. But why should not 
physicians demand class legislation as their due? No one may dispense 
the sacraments of the church unless he has passed a prescribed course in 
theology and has been regularly ordained. The bar association looks 
eharply to it that none but duly qualified attorneys and barristers shall 
practice law. The very artisans’ and craftsmen’s unions insist on proper 
apprenticeship and do not allow any one, not a member, to work at their 
trade. They even go further and limit the number of those admitted to 
their unions. Then, why should not physicians insist on having admis- 
sion to the practice of their art carefully hedged in and guarded? Why 
should we not have the right to bar all not properly qualified from ad- 
mission to the profession? Does not the physician carry the life of his 
patient in his hands? Is it not of primary importance that he should be 
well qualified and that he should be of exceptional moral rectitude? 
These points being admitted, it becomes clearly our duty as physicians to 
protest against the perversion and sophistication of the means by which 
we fight disease. It becomes our duty to see not only that a proper and 
exact knowledge of materia medica and therapeutics is acquired by the 
medical student, but also that the knowledge thus gained is used in prac- 
tice. Again, it becomes our duty to discourage, by non-support and by 
actual antagonism, the indiscriminate manufacture of proprietary and 
more or less secret preparations. The most reckless traffic in these prepa- 
rations has been carried on, and, perhaps, the most harm by their reckless 
use has been done by the various coal tar preparations. Among all these, 
the most evident example is offered by the headache cures with fanciful 
names and extravagant write-ups, which are “ethically” introduced to 
the profession, by them carelessly to the laity, and then purchased by the 
latter at will. It is hardly a violation of courtesy to take a certain St. 
Louis firm for example, for these people have turned against their former 
friends and are advertising their wares most unblushingly to the laity. 
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When they first sent out their handy little boxes, physicians were very 
apt to hand them over to their patients, with the advice to try them; 
thus the name was published, and next time the patient cures himself 
without the help of the doctor. I would say, in parentheses, that the 
sample evil ought to be put down, that samples ought only to be given at 
special request, and then of a sufficient amount for proper clinical test. 
As reminders of really meritorious preparations, blotters, pencils, paper 
cutters, and all these little nick-nacks now distributed to physicians serve 
very well and are no doubt less expensive than the samples. 

It goes without saying that physicians ought never to be asked to use 
and prescribe any preparation unless they are fully and freely informed 
of its composition. It does not seem extravagant to say that all prepara- 
tions worth using are fully quoted and described in the catalogues of all 
leading manufacturing chemists, and that all the tonics and sedatives and 
antispasmodics and anodynes made and pushed by the hundred and one 
lesser “chemical companies,” by preference located in St. Louis, could be 
easily spared and would not be missed if their plants and entire stocks 
should suddenly disappear. 

The causes of the lazy prescribing of ready-made proprietary articles 
are manifold. There is no doubt that the therapeutic nihilism affected 
by many teachers and young practitioners has something to do with it. 
The patient is questioned and examined. the general directions are given, 
yet there remains something to be done to satisfy the patient, something 
tangible in the treatment, which convinces him that the doctor is doing 
his duty, and that he, the patient, is getting his money’s worth. How 
many patients do you know who are satisfied to receive general hygienic 
directions, who do not think that unless they get a prescription, their 
visit to the doctor was useless? That being the case, and the doctor being 
skeptical about the value of any therapeutic measure, he jots down some 
little compound, which, while not of much good, can not do much harm. 
But is it true? Will it not do harm? The question is not by any means 
decided. Again, owing to the notoriously insufficient teaching of thera- 
peutics in our medical schools, the young graduate is painfully uncertain 
in the selection of his remedies. He may be satisfied of the correctness 
of his diagnosis, but the treatment, there is the rub. Then steps in the 
affable and all-knowing agent, like a deus ex machina, and kindly relieves 
the “doctor” of all responsibility. Debility? Oh, so simple. Phosphor- 
ized this, that and the other. But, doctor, be sure and specify A. & B.’s 
make if you want to get results. Just write for these things and you will 
get on like a house on fire. Just so. But you will never be a doctor, or, 
rather, a physician, until, after many failures, you begin to study the 
patients and study the drugs, the simpler the better, and until you learn 
to adapt the medicine to the patient, instead of the patient to the medi- 
cine, which latter method is apt to be diastrous to the patient, and inci- 
dentally to the doctor. The pons asinorum lies in prescribing these very 
preparations which are so temptingly set before the physician, and woe 
to him who is too lazy to do his own thinking. He would better be a 
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cobbler or a tailor, or even a preacher, than to play at hazard with the 
lives of his fellow-men. 

It is a good sign that the present tendency in therapeutics is toward 
greater simplicity. Shotguns have gone out of fashion, and justly so, 
and, while in a given case the indications may be complicated, they admit 
almost invariably of reduction to the simplest principles. Personally, I 
consider it to be another good sign that the tendency in therapeutics is 
not only toward greater simplicity, but also toward greater exactitude of 
preparation and dose. Where the old extracts and tinctures are used, 
we are careful to see that they are assayed, so that we may have a guide 
as to their effectiveness. But there is no doubt that the principle of 
alkaloidal medication, with its exact strength of preparation and dose, is 
gaining ground more and more. It would be entirely beyond the limita- 
tions of my paper to discuss the alkaloids here, but I hope to do so at 
another occasion. 

It would be foolish and vain to assert that all proprietary preparations 
are, of necessity, useless or evil. In fact, many have decided merit. But 
in general I would deprecate the free use of ready-made preparations, 
more or less secret in composition, as lazy, unscientific and not quite hon- 
est; and I venture to assert that it is better to master thoroughly and to 
use twenty remedies which admit of a great variety of combinations than 
to know the names of a hundred compounds and to prescribe them “ac- 
cording to directions on the label.” 

These labels contain almost invariably, besides some sort of a formula, 
a list of diseases in which the remedy is said to be indicated, almost as 
cock-sure and gaudy as the yellowest patent medicine-circulars. The 
wrapper around the bottle, or “literature” accompanying the package, 
contains testimonials and write-ups from so-called physicians who actually 
sign names and degrees, much worse (because written with greater knowl- 
edge) than the much decried testimonials of congressmen. Even symp- 
tomatology and etiology of the diseases to be treated are given in this 
literature, so that the “busy” physician need not look up his text-books 
and journals. How that compliment of being called a busy physician 
catches the poor suckers! In short, everything is done to make the physi- 
cian less self-reliant, less of a worker and thinker and more dependent on 
the philanthropic purveyor of medicines ready for use. I would suggest 
that those manufacturers who really have a meritorious preparation for 
the exclusive use of physicians give full formula and all other information 
desired, but only on the wrapper, leaving the bottle or bor entirely free 
from any printing. Then, if any original package is prescribed, the drug- 
gist can affix his own label and write the directions as given by the physi- 
cian. 

The reckless use of the coal-tar preparations has so often been dis- 
cussed and so severely blamed that I need not do so in this instance. Shall! 
we tell our patient what he is taking? In general, no, decidedly not. 
Patients are altogether too apt to get a smattering of remedies and to 
form very decided opinions as to what drugs they can and can not take. 
Bui, on the other hand, it is well to educate people to a practical knowl- 
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edge of the simpler domestic remedies, a proper and timely use of which 
may often be the means of saving life, of tiding over a period of great 
danger until the doctor comes. Who owns the prescription? This vexed 
and vexing question has been variously decided in the courts. I hold that 
the physician who writes the prescription owns it. It is an order on the 
druggist to dispense a certain remedy or combination of remedies to a cer- 
tain person for a certain cause. To have this prescription refilled without 
the advice of the physician is like demanding a second payment of a 
check or like using a canceled postage stamp over again. The prescrip- 
tion should, like the check, be returned to the writer, and the druggist 
should only keep*a copy, without being permitted to furnish the patient 
with one. 

The use of proprietary articles has often made us lose sight of the fact 
that we must prescribe for conditions rather than for names of diseases ; 
that we must, of course, attend to the underlying causes while we consider 
and treat the symptoms as they arise. In short, prescribing is not copying 
of formule ready furnished, but an art only acquired by painstaking 
study and practice, which involves an intelligent comprehension of the 
whole symptom-complex presented to us, and the knowledge how to meet 
the requirements of the special case in hand, 
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THE TRUTH OUT AT LAST. 


For many years complaints from members of the medical profession, 
cognizant of the disgraceful conditions existing in most of the state insti- 
tutions of Illinois, have found voice at the meetings of the State Society 
and in the medical journals of the State Society. These complaints 
and expressions received scant courtesy from the gentlemen conducting 
the political affairs of Illinois and usually the person daring to speak out 
in meeting was promptly squelched and the impression given out that 
slander was being uttered on the people of this great and beneficent 
commonwealth of the middle west. 

There was little hope for a change in conditions until fortunately a 
gentleman of well recognized ability consented to head the state board of 
public charities. It is well known that he entered this work at a great 
personal sacrifice. Dr. Billings is therefore a man whose standing per- 
mitted him to speak the truth and this he did recently before the members 
of the legislature in the state supreme court rooms at Springfield, Thurs- 
day, Jan. 17, 1907. In this address Dr. Billings brought out the fact 
that “Illinois was second in number of inmates cared for in state institu- 
tions ; also second in wealth and last in the sense of the proper care of 
dependents. Only two institutions, both practically new, are even in 
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good physical condition. Some of the old institutions are in bad shape, 
so bad in fact, that no one not directly connected with them could believe 
the condition they are in. People in Illinois have got to the point where 
they consider hospitals for the insane places of detention only. At few 
institutions is there any attempt made at skilled nursing. Training 
schools are absolutely necessary. The great benefits of hydrotherapy are 
practically unknown.” Dr. Billings might have truthfully said that the 
medical men are overworked, underpaid, and possibly not adapted for the 
positions they fill. Up to this time the tenure of their office has been 
uncertain. They are not encouraged on this account to put forth their 
best efforts and make this their life work. If Dr. Daniel Brower needed 
any vindication for everything he has been saying in the last ten years 
he got it in that address. 

The Governor heard these remarks of Dr. Billings and could utter 
no word of contradiction except in one instance where a correction was 
made of his statement regarding the confinement of prisoners in the 
Joliet penitentiary. 


The politicians who have in past years been administering copious 
coats of whitewash to past administrations should have been present and 
heard the exposure made by Dr. Billings. Fortunately Dr. Billings did 
not stop here. He urged the necessary care of epileptics. The number 


of those afflicted with this disease in Illinois, he stated to be 10,000; 
over 1,000 of them confined in the various hospitals of the state and in 
the institution for feeble-minded at Lincoln. He advocated the appro- 
priation of $265,000 for the purchase of the necessary land and the con- 
struction of buildings for an epileptic colony. He advocated some pro- 
vision for the commitment of acute insane without a formal order of the 
court. He believes that a school for the study of mental diseases should 
be maintained by the state. He urged that some provision for the treat- 
ment of tuberculosis be made. In fact, nothing that has been urged by 
the profession for the betterment of existing conditions was omitted by 
Dr. Billings. 

We trust his address will have a good effect and that a new era is 
about to dawn for the State of Illinois. We congratulate Dr. Billings 
on the courage shown by him in speaking the truth, but above all we con- 
gratulate the people of the State of Illinois that a man has been found 
who dares to speak out and let the world know of actual facts no matter 
how disagreeable these may prove to be. 

Finally, brethren of the medical profession, let us use our influence 
with the Legislature to have these great and necessary reforms carried 
out. Without the support of the profession and the people the Board of 
Charities can accomplish nothing. With their support all may be done. 
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MEDICAL DEFENSE PROVES POPULAR. 


From all parts of the state come evidences of a large increase in the 
membersbip of local societies, and upon inquiry, we are led to believe that 
a great part of this increase is due to the Medical Defense Fund idea 
adopted at the last meeting of the State Society. The popularity of 
this measure is true, notwithstanding the fact that a few persons, prob- 
ably through a misunderstanding of the principles involved, have en- 
deavored to cast suspicion on the members of the State Society and pre- 
vent contributions for this purpose by misstatements and agitation. In 
this issue will be found notes of three malpractice suits that have been 
instituted in the past thirty days. One in McLean County, one in Piatt 
County and one in Christian County. We will be obliged to the secre- 
taries of County Societies if they will send a report of suits started in 
their county. We believe we can safely say that no feature of the work 
of the State Society will be so beneficial to the members of the profession 
as this matter of medical defense and that another year or two will see 
it taken up by every State Society in the union. It has already been 
adopted by the states of New York, Pennsylvania and Illinois. 


A MODEL COUNTY SECRETARY. 

Ja Davies County, Illinois, is fortunate in having an ideal secretary 
of the County Medical Society. Dr. D. G. Smith of the large Smith 
family is his name, and it is safe to say that no member of the society re- 
mains uninformed as to the meetings and proceedings of that organiza- 
tion. Dr. Smith generally gets out a preliminary notice about two weeks 
before the quarterly meeting and then about three days before he sends 
a postal to every member warning them of the date and urging them to 
be present. : 

He tackled the insurance problem by having every individual in the 
county personally sign an agreement in regard to fees. He jollies up the 
members so that everyone comes prepared to pay dues and the books of the 
State Society, we believe, show that there has never been a delinquent on 
the Jo Davies County list. 

Dr. Smith is certainly one of the born secretaries and we can recom- 
mend him as a model to all other counties in the state. The County 
Society is his hobby and the results show the effects of his careful nursing. 





DR. M’CORMACK’S REPORT ON CONDITIONS IN ILLINOIS. 


In this issue will be found a copy of the report made by Dr. J. N. 
McCormack, Chairman of the Committee on Organization of the Ameri- 
can Medical Association, concerning his visit through Illinois in April 
last. There are certain parts of this report that should be pondered deep- 
ly by the medical men of the state and we believe it is high time that some- 
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thing should be done to correct conditions which Dr. McCormack states 
has made Illinois a veritable paradise for quackery in every conceivable 
form. 

We know too well that Dr. McCormack speaks the truth when he 
says that the medical laws have been practically broken down and that 
the profession and people do not receive the protection from quackery 
to which they are entitled under the plain letter, as well as the spirit, 
of the law, because the organized profession and the State Board of 
Health do not codperate in securing and enforcing legislation. 

In fact, this whole letter should be read and reread by every honest 
medical man in the state and its lessons taken to heart. 


THE USE OF TUBERCULIN REVIVED. 

A recent meeting of the Chicago Ophthalmological Society was 
largely given over to the report of cases of iritis in which Koch’s original 
tuberculin had been successfully used ; cases being reported by Drs. A. E. 
Bulson, Jr., of Fort Wayne, Indiana, W. E. Gamble, E. V. L. Brown 
and W. H. Wilder of Chicago, and H. B. Young of Burlington, Iowa, 
all of whom reported highly encouraging results from the use of this 
remedy. 

Dr. W. A. Evans of Chicago, closed the discussion, by invitation, and 
stated that from his extensive experience he is firmly convinced of the 
reliability, safety and absolute necessity for the diagnostic use of tuber- 
culin. He employs one dose of from 5 to 10 mg. of old tuberculin after 
a week or so of careful study of the pulse rate and temperature, four 
times a day. He gives the injection late at night so that the period of 
greatest local and general reaction will occur during the following day 
time. 


In view of these satisfactory results where the process of repair can 
be clearly seen, we feel justified in calling the attention of the general 
practitioner to this important matter. This is another evidence of the 
reliability and thoroughness of the work of Prof. Robert Koch. Those 
familiar with his career are aware that Dr. Koch has made few, if any, 
statements which were not verified by time and experience. . 


FINAL PREACHMENT. 
J. F. Percy, M.D. 


President of the Illinois State Medical Society. 
GALESBURG. 


To the Editor:—In the discussion that I have tried to maintain in 
the recent numbers of THE JournaL of some of the problems affecting 
the members of our profession, I am impressed more than anything else 
with the fact that the physician working alone is handicapped in the 
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greatest degree. If our patients are scattered over a considerable terri- 
tory, and we are compelled to go to them, the time element determines, 
in large measure, what we are to get out of the practice of medicine. 
The time that is consumed in the seeing of patients is greatest in the 
country, and least in a hospital, if the practitioner has the greater number 
of his patients there. 

Another consideration is the physical condition of the individual 
practitioner. The doctor who is compelled to make many long drives in 
a day has to give up more of himself than the one having all of his 
patients in a hospital. Few of us have ever been known to pray for more 
brains, but the prayer for greater physical endurance is, I believe, not 
uncommon. The man who, with an average amount of brains, makes 
good use of them in the practice of medicine, and who at the same time 
possesses a physical resistance to fatigue beyond the average, will, in 
the degree that he possesses the latter, distance his colleagues. How many 
times has each of us been caught napping by the practitioner who was 
so situated as to have his patients in a bunch, and, therefore, with more 
time to devote to them when he made (to illustrate) the urinary exami- 
nation that we were too exhausted to attempt. Just in the degree that 
we can not do everything demanded by present-day prdgress in the prac- 
tice of medicine the something that we leave undone, sooner or later, will 
catch us. 

The collateral aids to diagnosis alone were never more insistent than 
at the present. The laboratories are developing them to a degree that 
must be very gratifying to the laboratories and scientists generally ; but 
what of the physician working alone, not only in the country town and 
smaller city, but in the great city as well, who finds at the end of the day 
or the end of the year that practically all of the time has been consumed 
with seeing cases? 

I was in a physician’s office recently where his copies of THE ILLINOIS 
MepicaL Journat for the past five months were lying on the top of the 
desk, still in the wrapper in which they had been mailed. He was a sub- 
scriber to several other medical journals, and they, too, were unwrapped. 
This physician said to me that when he was through with his work, which 
in this instance, meant seeing his patients, he was too tired to read. If 
one does not read journals, one does not read books. If one does not 
read books, that one does not progress. If one does not progress, then 
that one goes only so long as he finds the knowledge of value which he 
acquired when he did read books and journals. When book and journal 
reading stops, we have nothing left but what was given us in the medical 
school which sent us out for the weal or woe of an unsuspecting public. 
It takes this same unsuspecting public about five years to learn that we 
have ceased to read books or journals. True, if one is a good bluffer, 
he may continue to exist as long as he can make his bluff good ; but it is 
always a precarious sort of experience and one fraught with many pit- 
falls. 

Some years ago, and in another place, I wrote as follows:* “Many 


* Journal A. M. A., Aug. 13, 1904, p. 479. 
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patients will prevent the unaided physician from even attempting an 
accurate diagnosis; hence medical men are drifting into specialism, be- 
cause they instinctively feel that this will give them a better opportunity 
to see a larger number of cases of one class. All things being equal, it 
will; but the result usually is that we have a one-sided practitioner, which 
is unfortunate both for medicine and the public. After the specialist 
has learned his limitations, he calls to his aid other specialists.” 

And, again: “As a general proposition, the man in medicine, be he 
general practitioner or specialist, working alone, is seriously handi- 
capped because time prevents his using the very methods that would 
mean so much for him in the betterment of human health. The lone 
specialist, under these conditions, can not hold his place; and the general 
practice of medicine will likewise fail to progress in proper measure until 
some method can be adopted whereby the profession, in large numbers, 
can really use the facts provided by the schools and laboratories. Too 
many subjects are imperfectly taught; the profession is crowded with 
more than it can carry in the way of undigested knowledge. This can 
be said of all professions and all teaching; but it ought not to be true of 
medicine. The public has been taught of late that the science of medicine 
is traveling in seven-league boots. This is true in the greater measure 
only of that part which deals more particularily with the investigation 
and experimental side of medicine. I repeat, unfortunately, the results 
attained by this class of workers can not find its highest place until it 
can be utilized by all. The schools and laboratories are never going to 
get this knowledge into the hands of the profession while the present 
methods for its dissemination are depended on, The supply is greater 
than the ability of the average man to use it.” And so we are confronted 
with a condition of affairs that would seem to threaten the fullest useful- 
ness of the individual practitioner. What is the use of urging, one may 
well ask, the attendance at the meetings of our county and state societies 
if the life of the doctor in medicine is to be circumscribed by conditions 
that seem inexorable? 

I have tried to point out in these articles some of the things that are 
keeping too many of us from realizing the full measure of our possibili- 
ties. In one I have insisted upon the necessity of greater loyalty to our 
colleagues ; and although this insistence does not bring it about, it does 
tend to improve the conditions that have been a blight on the profession 
for so long. In another I urged that physicians do not change their loca- 
tion until they were sure from every viewpoint possible that it was for 
their best interests. In that same article I tried to point out the loss from 
failure to mix with those working with us in the same profession. The 
burden of my statement last month can best be suggested, perhaps, by the 
statement that “direct application of the science of medicine, as an art, 
to the individual patient, by the physician working alone, has not ad- 
vanced as it should.” In great measure, the physician is to blame for 
this. The man working alone, who does not read the leading articles in at 
least one good medical journal a week, loses out. To say that this can 
not be done shows merely an inexperience that is to be pitied. It must 
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be done if anything worth while is to be gained from the practice of 
medicine. That it is not done is one of the explanations of the failure 
of the laboratories and clinics to do the profession the general good that 
they could and would do if more physicians would soak themselves a 
certain length of time each week in the best medical literature. A physi- 
cian who will spend an hour a day in reading medicine would finally 
become a prince among his fellows, unless it be that he, unfortunately, is 
a fool in some other direction. 

But after all is said and done, the fact remains that only a few among 
the many in the medical profession ever realize the importance of schem- 
ing with high motives for their own advancement. Environment, hered- 
ity, inclination, and that “I-don’t-care” attitude add to this, and will 
always keep a certain proportion in the tread-mill of professional narrow- 
ness. But to the men or women in the practice of medicine who feel the 
inspiration to add something for the general good, in addition to high 
character, and yet think that they are circumscribed by conditions that 
can not be altered in a lifetime, I want to say that there must be a way for 
improvement if they will but work it out. As I have already said, I am 
sure that in the majority of cases it will not come by leaving the present 
location. Neither will it come by working the social, lodge, church or 
newspaper personal item growler. Success in medicine, after all, is only 
what our colleagues are willing to subscribe for us. In the beginning, 
true, they often seem to be harsh critics, to say nothing more emphatic, 
and very reluctant to push us up; but if we make good, they become our 
over-generous friends, giving us much more than what we want to know, 
we really deserve. 

In the concrete, as I see it, the situation is this: Alone, the physician 
is circumscribed. He does not get the time he should have for reading, 
for making a good diagnosis, for using laboratory methods, for observing 
the work of the leaders in professional thought and action. He knows 
very little about his county, state or national medical society. Some 
men, realizing these things, have, in order to meet them, gone into a 
partnership. But this rarely works well. Why. need not be entered into 
here except to say that a partnership is all right where the parties to it 
are temperamentally congenial. This can never be determined on the 
basis of a short experience, and to experiment is too distracting, to say 
nothing of the time it takes. Another method that has more promise is 
the one by which some one is put in the office to be trained as a non- 
medical assistant. In every community there is some one who could be 
trained to take from the doctor an immense amount of small routine 
work, which would give him time for something more profitable. I have 
known assistants of this kind who became invaluable, not only in the 
examination of sputum and urine, both chemical and with the micro- 
scope, but in the correct dressing of wounds, the application of bandages, 
splints, and in the thousand and one things that are required about the 
office of a busy doctor. Such an assistant can be sent to a laboratory for 
a week or two once a year, where they pick up not only a lot of inspira- 
tion, but many facts that will be helpful in the work of the master at 
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home. Such an assistant, with a little care, is easy to get and will return 
many fold all that is paid them, even when well paid, as they invariably 
should be. And, again, no physician has any right to be working alone in 
such a way that he is cutting himself off from the good that he could 
and should get out of his colleagues. 

No single individual in these days can be a whole doctor. It takes 
three or four good all-around men to make one good, big doctor to-day. 
What would a Billings or a Senn be if it were not for their assistants? 
The Bible says: “For where two or three are gathered together in my 
name (the name of medicine), there am I in the midst of them.” Men 
trying to work alone in the practice of medicine may think that they are 
physicians in the fullest sense, but they are not unless they have quali- 
fications that are so rare as not to count in this argument. Every town 
in which are located from two to four physicians ought to have a medical 
college in which the student body and the professor are made up only of 
the two or four physicians in that town, as the case may be. This college 
should be established by these four men for the education of themselves. 
In the larger towns the same thing can be done. Two, certainly not 
more than five, physicians-who are congenial to each other (and even if 
they are not, they should do it anyway for the general good) can get 
together and arrange their work so that they will be placed in a position 
of mutual helpfulness. If they attempt no more than the systematic study 
of their cases, it will be a great step in advance. But this arrangement 
need not involve the partnership idea. Let them follow this consistently 
and all things will be added unto them. 

In my recent travels about the state I found a town where this plan 
has been followed for a long time. There are three men there. One 
rather along in years, the next a middle-aged practitioner, and the last 
a newcomer, who was untied from the apron strings of his Alma Mater 
but a few years ago. I found that these men frequently get together and 
consult about their cases. Often all three will drive out in the country 
to examine a case together. Between them, they have an x-ray machine, 
a‘good microscope; and with these and a small laboratory, that all three 
have aided in furnishing, they are doing creditable work. The young 
man runs this part of the work because he has had more training than 
the other two. When he has too much work of this character, and at 
the same time more calls than he can attend, either one of the older men 
makes the calls for him. They do not duplicate their expenses in buying 
the same books. Two of them have been away for postgraduate work. 
They went at different times, and the two remaining at home cared for the 
work of the one absent and turned over to him the proceeds on his return. 
This bunch of men is exceptional in only one particular, as far as I am 
able to judge: they are kind in their judgments. Thus the little things 
that too often disturb the equanimity of doctors is not a problem with 
them. One or two of them attend every medical society within reach from 
their town. They make it a part of their business to report the proceed- 
ings to the one or two that remain at home. 

I was interested to know the effect of such an arrangement as this on 
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the community in which they live. This is the result: increased respect 
for the medical profession. Many times the sick go to that town expect- 
ing to see only the physician most available; which one, does not seem to 
them especially important. Consultations are kept among themselves, 
and when an outside consultant is asked for, it is by the physician in 
charge of the case. 

Contrast this with what obtains in too many of our towns and cities; 
and let us realize that just in so far as we organize, not only in societies 
and to medicine as a science, but as well in our every-day relationship to 
each other, will go farther and farther along the pathway that leads to the 
top of the mountain of scientific endeavor. 





ORGANIZATION WORK IN ILLINOIS.* 
J. N. McCormack, M.D. 
Chairman of the Committee on Organization of the American Medical Association. 
BOWLING GREEN, KY. 


I have been delayed in making a report on conditions in Illinois, as 
they appeared during an extended itinerary there in the month of April 
last, partly because of absence from the country and the pressure of other 
duties, and still more on account of the complexity of these conditions, 
and the difficulty of suggesting such modifications in plans and methods 
as might lead to better results without injustice or offense to any interest 
or individual involved in the suggestions. 

The plans for the itinerary were made with much care by the council 
and president of the Illinois State Medical Society. I spoke not less than 
twice a day—often three times, and once four times—during the entire 
month. Both the profession and public were advised as fully as was 
possible of the purposes of the meetings, and the attendance was fair at 
most and large at several places. A meeting for the profession in the 
afternoon and for the public in the evening was the usual order of pro- 
cedure, and this arrangement was always attended by the best results. 
At several places the meeting for the profession was held in the hall after 
the one for the public, laymen being invited to remain always, and often 
the subjects for special inquiry and discussion were so numerous and 
interesting as to continue the meetings well into the middle of the night. 

The councilor, or some one selected by him, went with me over each 
district, the county society officers were always on hand with conveyances 
to take us from and to the trains, and in every way my work was made 
as easy and pleasant as could be done by forethought and the utmost 
courtesy. As the meetings were so arranged as to make at least one of 
them accessible to the profession of every county, and, as full notice 
was given to the profession in advance, it was not the fault of the coun- 
cilors if every physician in the state did not get at least to one meeting. 
We made a complete failure in the appointment at Rock Island.. With 
about 250 physicians within a radius of a few miles, the councilor was 
unable to arouse any interest in the work and no meeting was held. 


* From Journal American Medical Association, Jan. 12, 1907. 





ORGANIZATION WORK—M’CORMACK. 1i7 


Naturally I came in contact with the best elements of the profession 
in Illinois, but as this is the case everywhere it could not be misleading. 
I got the impression constantly that its personnel would bear most favor- 
able comparison with that of any other state I have visited. While the 
society meetings in most counties had been too infrequent for the best 
results, and while apathy, frictions and misunderstandings were stil] only 
too common, the uplift following the reorganization was very generally 
recognized and appreciated. While it can not yet be called an organized 
state in the modern sense, at least enough had been done in most counties 
to create a desire for better things, and my suggestion for weekly meet- 
ings, and systematic postgraduate instruction, as the fixed program for 
all county societies, was received with evident interest. 

Although great inequality exists in different localities, and much 
remains to be done by the discussion and adoption of better business 
methods, the profession is better supported here than in most states, the 
average fees being about double what they are in Pennsylvania, for in- 
stance. The plan for joint meetings with the bar, teachers, ministerial, 
press and other lay associations, legislators, city and county officials and 
the public generally, in each county, for the discussion of public health 
problems, the suppression of quackery, the “patent-medicine” evil, and 
other matters of similar import, was new but met with almost universal 
favor. This was even more pronounced with the laity than the pro- 
fession, as thoughtfu] members of the latter realized the labor and re- 
sponsibility they would assume in leading such an important and far- 
reaching reform. 

To an extent which I have not observed elsewhere a strong antagonism 
to the health and medical laws was found very general among lawyers. 
It developed in the discussions, as well as in private conversation, that 
these laws, especially the medical laws, and the ethics of our profession, 
probably not so rigid or so well enforced as theirs, but having the same 
common purposes in view, are often looked on as needless and as selfishly 
devised infringements on the rights of the citizen. In the frank dis- 
cussions which followed my talks everywhere it was encouraging to find 
how anxious were the members of this great profession for practical in- 
formation in regard to all these matters, and how readily misunderstand- 
ings were dispelled by candid face-to-face explanations. As this work 
goes on I am more and more convinced that in the past we have not been 
frank enough with the public about our affairs, and that the time has 
come for frequent, systematic, open meetings in every county where 
the profession is capable of leading such a movement, for the dis- 
cussion of all questions of common interest to the profession and the 
people. 

As a part of my official duty I undertook a systematic inquiry to ascer- 
tain why the medical laws of Illinois are not so administered as to eradi- 
cate or at least greatly to minimize quackery. Under the leadership of 
Rauch, from whom I received my first lessons in this work, this was the 
pioneer state in this field, at once an example and an inspiration to all 
the others. It is the home of THe JournaL, and in a sense the head- 





178 ILLINOIS MEDICAL JOURNAL. 


quarters of the profession. The laws are strong and need to be per- 
fected only in detail, the officials charged with their administration are 
most excellent men personally and professionally, as I know from a long 
and pleasant acquaintance with them, and yet ground has been steadily 
lost until, probably to an extent not true of any other state in the Union, 
it is a veritable paradise for quackery in every conceivable form. 

As I came in close touch with the profession in every section of the 
state it was easy to gather information bearing directly on the reasons 
for this condition of affairs, and I became very much interested in it. 

As the result of careful and protracted investigation I became con- 
vinced that the medical laws have been practically broken down and that 
the profession and people do not receive the protection from quackery to 
which they are entitled under the plain letter as well as the spirit of the 
laws, because the organized profession and the State Board of Health do 
not codperate in securing and enforcing legislation. This work is suffi- 
ciently difficult anywhere with all of these agencies united, and it is 
foredoomed to failure where they are divided. The secretary of the State 
Board of Health wrote me that he is sure that he has back of him the 
support of the rank and file of the profession, but I found constant 
evidence that he is mistaken on this point, and this opinion was confirmed 
by those to whom he referred me for information. The more or less open 
antagonism between the leaders of the state society and the board has 
begotten a spirit of apathy and hopelessness about improving and enforc- 
ing both the medical and health laws almost coextensive with the state, 
and with such a state of affairs it ought not to be surprising that the 
united forces of quackery have had an easy time of it. 

And yet I got the impression that these evils were traceable to faults 
in the system, and the misconceptions and misunderstandings inseparable 
therefrom, rather than to the mistakes or wrongdoing of any individual 
or faction. A State Board of Health and a State Board of Medical Ex- 
aminers, whether joint or separate, should in fact be the executive com- 
mittee and mouthpiece of the state societies of the several schools of 
practice in all matters pertaining to their duties, and they can not hope 
to attain to any great degree of usefulness until this is practically 
realized. This is often done by a tacit understanding between the ap- 
pointing power and the profession, under which the societies suggest and 
practically nominate their representatives as vacancies occur, but more 
frequently under express provision of law. This takes the board out of 
politics, except of the right kind, makes each school of practice respon- 
sible for the selection and conduct of its representatives, and, probably 
more important than all, gives the board the support of the united pro- 
fession of every school, not only in securing and enforcing legislation, but 
in so educating public sentiment as to make ail of its work effective. 
This is the more important because there is the same need for the codr- 
dination of all of these forces in securing and enforcing health legisla- 
tion for cities, towns and country districts. 

With the exercise of a little tact, good judgment and personal toler- 
ance on the part of all concerned I am almost certain that all of this could 
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be brought about without any change of personnel in the board. My idea 
would be for the presidents of the State Medical Society and the State 
Board of Health to get together and call a joint conference of the council 
and board for such a full, frank and dispassionate discussion as would 
enable them to wash off the slate and begin over. Existing conditions 
should be considered intolerable, and, in view of the importance of a 
union of all available forces in bringing about a better state of affairs, 
if there be any in either body not big enough and broad enough to lay 
aside petty personal prejudices and apparent interests and look to the 
future in this spirit, resignations should be requested and accepted with- 
out hesitation until this can be accomplished. The Board should be 
given representation in the House of Delegates of the State Society 
through its president and secretary for the encouragement of cordial 
relations, and the constitution and by-laws should be so amended, 

The office of secretary and editor of the State Society should be com- 
bined in one person, and, in such a state as Illinois, he should devote his 
entire time to the duties of the office. It is important also that the 
closest relations should exist between this office and that of the State 
Board of Health. The Illinois State Medical Journal can, and should, 
give constant support and publicity to the work of the board, and the 
two interests be considered in every way inseparable. I am satisfied, too, 
that the councilor districts should be made smaller and that more young 
men should be put in this work. The older men were the most active. 
and their advice seemed invaluable in the meetings of the council, but I 
was constantly impressed with the injustice of asking these men, covered 
with years and honor, to do a kind of labor which was intended for young 
men who have their spurs to win. 

It is made my duty when I visit a state to report conditions and to 
make suggestions, kindly, considerately, helpfully. I found a great pro- 
fession in this state, to which anything is possible, favorably situated in 
many respects, and yet with so many of the best men working at cross 
purposes, or not working at all, as to retard the progress all are anxious 
to make. Nearly all of them are my personal friends, but so sensitive 
to criticism, as all doctors are, that my task has been beset with many 
difficulties, especially when I know that to give offense to any of them 
is likely to defeat the conciliation essential to the ends I have in view. 
But if what I advise can be taken by all concerned in the spirit in which 
it is written, and a real attempt made to put the suggestions into opera- 
tion, it can not but mean the dawn of a new day for the power and 
influence of the profession of Illinois. 





CORRESPONDENCE. 
BILL FOR REGISTRATION OF NURSES. 

Editor of the Illinois Medical Journal :—We wish to call your atten- 
tion to the proposed bill for “State Registration of Nurses” to be intro- 
duced during this session of the Legislature, feeling sure that the mem- 
bers of the medical profession in Illinois will look favorably on a meas- 
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ure which aims to protect both the public and the nurse and to establish 
a uniform and reasonable standard of training for nurses. This bill 
does not aim to prevent any person caring for the sick, but to enable 
the public to distinguish between the woman who has fitted herself for 
her profession, by a course of two or three years in a hospital, passing 
an examination both practical and theoretical before offering her 
services to the public, and those women whose claim to be graduates can 
not be verified. The argument that this bill comes under the head of 
“Class Legislation” will be disproved on the reading. 

There is no attempt to regulate prices nor to dictate as to the quali- 
fications of the nurses employed, but to require a license to use the title 
“Registered Nurse,” and thus give to the graduate of reputable training 
schools a title, the misuse of which carries with it a penalty. It is a 
measure which may be classed with the pure food legislation preventing 
misrepresentation and fraud. While it creates a Board, it is one which 
will not draw from the state treasury, but will be self-supporting. In- 
quiry will show that there are, at the present time, many women in the 
state calling themselves graduate nurses without the slightest claim to 
the title. This bill will not force these women from the field, but force 
them to nurse without misrepresentation. 

Provision is made for the woman who has nursed for three years, 
although having no hospital training, provided she can pass an exam- 
ination in practical nursing. Trusting the JourNAL will help us in calling 
the attention of its readers to this measure and its value to them as well as 
to us, Very truly yours, 

CaROLINE D. SEIDENSTICKER, 
Chairman Legislative Committee. 


Chicago, Jan. 21, 1907. 
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ADAMS COUNTY. 

The regular meeting of the Adams County Medical Society was held Dec. 10, 
1906, at the Elks Club, with President Grimes in the chair. Those present were: 
Drs. Ashton, Bierne, Blickhan, Christie, Ericson, Gilliland, Garner, Germann, 
Grimes, Hart, Hinton, Harrison, Knox, Kidd, Knapp, Koch, Liesen, Montgomery, 
Mercer, Nichols, Nickerson, Pfeiffer, Pitman, Rice, Robbins, Rosenthal, Shawgo, 
J. B., Shawgo, K., Schullian, Spence, Warley, Williams W. W., Williams, G. G., 
Wells, Wessels and Zimmerman. The application for membership of A. L. 
Stocks was received and ordered to take the usual course. At 1:30 the society 
was addressed by Miss Adda Eldridge of Oak Park, IIl., in the interest of the 
movement for the state registration of nurses. At the conclusion of her ad- 
dress, it was moved and carried that the society endorse the remarks of Miss 
Eldridge, and that our representative give proper consideration to the bill when 
brought before the legislature. The following scientific program was presented: 
Scarlet Fever, Histology and Etiology, by R. F. Hinton; Scarlet Fever, Diagnosis 
and Symptoms, by F. B. Knox; Scarlet Fever, Treatment, by J. H. Pitman. 

Grorce E. RosENTHAL, Secretary. 


BROWN COUNTY. 

At the December meeting of the Brown County Medical Society, the following 
officers were elected: President, J. G. Ash of Hersman; vice-president, D. W. 
Owens of Hersman; secretary and treasurer, Frank E. McGann of Mt. Sterling; 
delegate for one year, Dr. Parker, Mt. Sterling; censor for three years, Dr. 
Alworth, Mt. Sterling. Frank E. McGann, Secretary. 


CARROLL COUNTY. 


The Carroll County Medical Society held its regular quarterly meeting Dec. 
11, 1906 in the Supervisors’ Hall, at Mt. Carroll. The meeting was called to 
order at 11 a. m. by President Johnson. There were present Dr. J. F. Percy of 
Galesburg, President of the State Medical Society, and Drs. Camp, Clay, Cole- 
hour, Gray of Savanna, Harrison, Hunter, Johnson, McPherson of Hazelhurst, 
Mershon, Metcalf, Overholser, Packard,’ Porter, Powers, Rice, Rinedollar and 
Schreiter. 

The annual election of officers was held, with result as follows: J. E. Porter 
of Shannon, president; A. D. Hunter of Savanna, vice-president, and H. S. Met- 
calf of Mt. Carroll, secretary-treasurer. 

Dr. Colehour gave an interesting report of a visit to the Mayos in Rochester, 
Minn. The rest of the forenoon was given to Dr. Percy, who talked interestingly 
on “General Conditions in Illinois Along Medical Lines which Should Originate 
with the County Society.” In the afternoon Dr. Percy gave an address on the 
“Borderland of Insanity.” Dr. Percy’s visit was greatly enjoyed by every one 
present, and he may have the satisfaction of knowing that he has greatly 
strengthened in Carroll County the interest in the State Society. 

H. 8S. Mertcatr, Secretary. 


CHAMPAIGN COUNTY. 


The regular monthly meeting of the Champaign County Medical Society was 
held in the parlors of the Hotel Beardsley, Champaign, Ill., Thursday, Dec. 13, 
1906, at 2:30 p. m., with thirty members and four visitors present. Dr. T. J. 
McKinney of Gifford gave a very interesting and comprehensive talk on Lobar 
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Pneumonia. He dwelt particularly upon etiology and pathology in reference 
to complication. Then followed a good discussion. Dr. J. T. Purcell of St. Joseph 
read a very interesting paper entitled a Retrospective View of Medicine, in 
which he gave some of the advances in the practice and outlined a field for future 
work in preventive medicine. The outgoing president, C. M. Craig, delivered the 
president’s address on the Progress of the Profession in Organization. After the 
program, a business session was held, and among other things, the secretary 
made the following report: Number of meetings held, 7; average attendance, 
26. Number of papers presented, 14; number taking part in the discussion, 54; 
membership, active members, Jan. 1, 1906, 54; mumber received by ap- 
plication, 23; number reinstated, 3; number transferred, 1; number 
died, 2; number dropped, 1; active membership, 76; honorary members, 2; life 
members not affiliated with State Society, 8. This being the annual meeting, 
the following officers were elected: President, J. C. Dodds, Champaign; vice-presi- 
dent, J. S. Mason, Urbana; secretary-treasurer, C. D. Gulick, Urbana. censors, 
F. H. Powers, Champaign; C. B. Johnson, Champaign, and John Marten, Tolono. 
Members of the State Medical Defense Committee, H. E. Cushing, Champaign. 
Delegate to State Society, C. M. Craig, Champaign; alternate, A. S. Wall, Cham- 
paign. C. D. Guiick, Secretary. 


CHRISTIAN COUNTY. 

The Christian County Medical Society met at the City Hall in Taylorville, 
January 17, the meeting being called to order at 2:19 p. m. by Dr. M. W. Staples, 
president. We had with us Drs. Kreider and Prince of Springfield. As they 
wished to return on an early train, the business part of the meeting was post- 
poned until later and Dr. Prince gave us a very interesting and profitable talk 
on sinusitis, pointing out the various sinuses of the face and base of the skull, 
and demonstrated his remarks by reference to a prepared skull which he brought 
with him. He also exhibited the various instruments he uses in operating on 
these cavities and emphasized the diagnostic points in their detection. 

Dr. Kreider took the second place on the program and discussed dermoid 
cysts and sinuses of the rectal and anal region. He spoke particularly of dermoid 
cysts and their kindred malformations as regards their being the origin or source 
of many sinuses. After pointing out some of the various anomalies and obscur- 
ities, he dwelt upon the diagnosis and advised radical treatment, mostly surgical, 
of all cases, He made comparisons of these fistule resulting from dermoid cysts 
with anal fistule. 

Dr. J. J. Connor of Pana presented a case for diagnosis. The case was that of 
an infant that apparently had an attack of erysipelas followed by some other 
exanthem resembling German measles. .A very interesting case and very puzzling, 
so much so that no diagnosis was made. 

Dr. J. N. Nelms very accurately outlined the benefits and workings of the 
medical defense department of the State Medical Society, and added other inter- 
esting details and expedients relating thereto that would have been very profit- 
able for each physician in our county to have heard. 

On account of the lateness of the hour Dr. Staples omitted his paper on Med- 
ical Organization and proceeded with the business part of the meeting. The min- 
utes were read and approved. The report of the secretary-treasurer showed the 
society in a healthy condition numerically and financially. The finance committee 
reported the treasurer’s account correct. The following applicants were elected 
to membership: Drs. Jacob Huber of Pana, F. A. Lawler, H. M. Woolf and E. H. 
Douglas of Taylorville, J. V. Rivard of Assumption, and B. P. Windsor of Mt. 
Auburn, One application was rejected. 

The following officers were elected: President, Dr. J. J. Connor, Pana; first 
vice-president, Dr. J. H. Dickerson, Taylorville; second vice-president, Dr. Dwight 
F. Morton, Taylorville; secretary-treasurer, Dr. D. D. Barr, Taylorville; censors, 
Drs. Douglas and Nelms, Taylorville, and Bridges of Stonington. 

Meeting adjourned to meet again on the third Thursday of July next. 

D. D. Barr, Secretary. 
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COOK COUNTY. 
CHICAGO MEDICAL SOCIETY. 


A regular meeting was held Dec. 5, 1906, with the president, Dr. George W. 
Webster, in the chair. Dr. William B. Coley of New York City read a paper 


entitled “Diagnosis, Prognosis and Treatment of Sarcoma of the Long Bones.” 
DISCUSSION. 

Dr. William Allen Pusey was asked to open the discussion. He said: Mr. 
President—With all due respect to those who suggested that my name be put on 
the program to open the discussion on this paper, I feel that I am not competent 
to do so, as my experience unfortunately in the treatment of sarcoma of the 
long bones has been so limited that I can contribute little or nothing to this 
discussion. I have for a long time heard of Dr. Coley’s work with the mixed 
toxins in cases of sarcoma of the long bones, and have followed it closely. I 
have systematically used this treatment in sarcoma, but I regret to say without 
definite results. I am convinced, however, from his reports and the reports of 
others, that radical cures have resulted from that treatment, and I fee) that it 
should be tried as a routine treatment in sarcoma of the long bones. 

Dr. Arthur Dean Bevan:—I have been personally very much interested in the 
presentation of this subject by Dr. Coley, and for a long time have been inter- 
ested in the broader subject of the value of the mixed toxin treatment in sar- 
coma. I was very skeptical as to its value, and the first dozen or more cases 
in which I employed the mixed toxins made me still more doubtful as to its 
value and rather confirmed me in the opinion that there was little of value in 
this method of treatment. However, spasmodically, from time to time, in our 
clinic, we found it necessary, in cases where nothing else could be done, partic- 
ularly the inoperable cases, to suggest some line of treatment, and among other 
things in the inoperable cases we have used the a-ray and the Coley mixed 
toxins. Within the last two years we have had three cases in which there 
has been absolute and definite improvement after the use of the toxins, so defi- 
nite that there can be no doubt but that we must ascribe that improvement to 
this treatment. 

One of the cases was that of a patient who had been operated on by Dr. Will 
Meyo of Rochester, Minn., an exploratory laparotomy having been made for an 
enormous malignant growth. A diagnosis of malignancy was made, but noth- 
ing was attempted in the way of treatment. Later the man developed a mass 
near the popliteal space on one side, and one mass over the crest of the ilium. 
The one over the crest of the ilium was small, and we removed it and found it 
was sarcoma. It was an inoperable case. We suggested, however, to the Doctor, 
who had the patient in charge, that he use the mixed toxins. This was done. 
The enormous swelling diminished very materially; the man, who was very 
uncomfortable from the great tension and pressure produced by this growth, 
became so comfortable that he considered himself well. The improvement was 
very marked; it was not, however, permanent, and later he died of general 
malignant disease. 

About sixteen months ago I operated on an abdominal case in which there 
was a large growth about the size of my fist. The diagnosis before operation 
was difficult, and I was rather inclined to think it might be a growth in con- 
nection with the intestines, although there were no symptoms of obstruction. 
However, at the time of the operation a tumor was found, which proved to be 
a sarcoma of the omentum, which had involved at least half a dozen coils of the 
intestine, and the involvement of the intestine was so great as to make anything 
like a radical operation out of the question. It would have necessitated the 
removal of one-half of the small intestine to have removed the growth in its en- 
tirety. I therefore satisfied myself by removing the mass in the omentum, and 
left distinct and gross masses of the neoplasm in contact with the intestines. I 
teld his people that he would undoubtedly die in a short time. I felt, how- 
ever, that we should try those agents which have been reported as being of 





184 ILLINOIS MEDICAL JOURNAL. 


value in these cases, and we gave him a thorough trial of the Coley mixed toxins. 
The patient has been well since that time. There is now absolutely no evidence 
of neoplasm. It is now sixteen months since the removal of the mass. 

A third case is one in which there has been a distinct relationship between 
the giving of the toxins and the diminution in the growth. The patient has been 
in our hands but a short time. He is an elderly gentleman, with a large swelling 
over the sacro-iliac joint. The diagnosis was between a possible tuberculosis of 
the joint or a neoplasm. We made an exploratory operation. I came down upon 
a large neoplasm and removed a piece about the size of a large English walnut 
for microscopical examination. It was very vascular, and we had considerable 
trouble in checking the hemorrhage after this exploratory operation by packing 
with iodoform gauze. It bled a great deal, and left an ugly wound, say four 
inches in length, which was slow in healing. I gave an unfavorable prognosis, 
but stated to the family physician that it would be well to use the Coley mixed 
toxins and a-ray treatment. He received two a-ray treatments, not enough to 
make any impression upon the mass. The family physician has continued the 
toxin treatment for a number of weeks; I have seen him but once since that 
time, but there has been a material diminution in the size of the growth, so 
that now it is not one-third the size it was at the time of the exploratory 
operation. The patient, who had intense pain at the time of the exploratory 
operation, and was confined to his bed, is now able to walk a considerable 
distance without pain. There has been very marked and distinct improvement. 

I am fully impressed with the fact that in this means of treatment we have 
an agent of distinct value. I am thoroughly impressed with the proposition that 
where a radical operation can be done, with the hope that the entire lesion can 
be removed, where the process has not as yet invaded the system, it should be 
done. I am much impressed with the proposition Dr. Coley presents to-night, in 
view of the enormous mortality which has ‘occurred after amputations for sar- 
coma. That has been the experience in every large clinic, and I believe that we 
should combine with our radical operations the use of the mixed toxins and 
obtain whatever value there is before and after the radical operation. We know 
that experiments are being conducted to-day in mouse sarcoma and mouse 
carcinoma and dog sarcoma, that are very promising of future results, and the 
evidence that is gradually accumulating that certain conditions favor the 
spontaneous cure and disappearance of these lesions impresses me greatly with 
the fact that we can hope to unravel this problem and some day find what those 
conditions are that favor the spontaneous disappearance of these neoplasms, and 
I think we may hope that the time is not far off when we may be able to 
control these conditions and artificially produce them in individuals and obtain 
a cure, something which we do now in certainly a very, very small proportion 
of our sarcoma cases by operative treatment. } 

Just one word in regard to the use of the 2-ray in connection with sarcoma 
of the long bones. I have one case in’ which, after the use of the «-ray, a sar- 
coma in a long bone was cured. In this case I advised amputation. The parents 
of the child refused amputation. An operation was made, however, and the 
sarcoma simply chiseled or scooped out, most of the work being done with a 
eurette. The child left the hospital before the wound had completely healed; 
went to an eastern state for two weeks, and returned to the hospital with a 
continuation of the growth because the operation had been so superficial, so to 
speak; it was evident that the entire lesion had not been removed. The parents 
still refused amputation, and we therefore used the 2-ray upon the open surface. 
Under the a-ray, rather vigorously employed, the mass diminished in size, the 
wound cicatrized and the girl recovered. I was able to trace the case for a 
period of at least three years after this incident, and the patient was well at 
that time. 

Dr. John B. Murphy:—lI have been very much’ instructed by Dr. Coley’s paper, 
and in it I see a ray of hope where formerly it was very dark and gloomy. I 
have had no experience with Dr. Coley’s treatment in sarcoma of the long bones, 
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and from the results he has obtained, it seems to me that I have not availed 
myself of all of the opportunities that were presented in these cases. His report 
is much more encouraging than I had expected it would be, and it must stimu- 
late us in that line of medication. 

There are some relationships which are very striking in the beginning between 
sarcoma and tuberculosis which I was much pleased to have Dr. Coley bring 
out. First, the relation of trauma to the initiation or beginning of the disease; 
the similarity of the etiologic trauma of sarcoma to the trauma that focalizes 
tuberculosis. In the trauma which produces sarcoma it is always single and 
of a mild type, and never an injury of a severe type; that is, in trauma to a 
bone which is sufficient to produce fracture a sarcoma practically never follows. 
In a trauma of the bone that is insufficient to produce a fracture we also never 
have a tuberculosis following, differing in that particular from the other types 
of infection, namely, that staphylococcus or streptococcus infection, which 
ean be readily experimentally produced in its association with and at the point 
of fractures, although it does not commonly occur in clinical experience. The 
period of incubation is a longer one on an average in sarcoma after a trauma than 
it is in tuberculosis, the latter being a typical eruptive disease, producing its 
manifestations within a definite cycle of three to six weeks after trauma, varying 
with age and individual resistance within that range. 

There is another relationship in connection with metastasis in which they 
differ so widely that there is no similarity in the secondary manifestations of 
sarcoma and those of tuberculosis. In the metastatic manifestations of sar- 
coma we have always the active cell of the original type, no matter where the 
metastasis; while in the secondary manifestations of tuberculosis we have the 
active cells, those of the tissue in the metastatic focus, in which the metastases 
occur, taking an active part, with no reproduction of the cells from where the 
original tuberculosis took place. 

Then comes another relationship between the two lesions. Tuberculosis has ~ 
a tendency to cure by fibrous encapsulation in every position of the body, while 
only rarely we see a case of sarcoma that has been diagnosticated as such by 
microscopical examination in the hands of competent men in which the disease 
entirely disappears by absorption. 

The disappearance of the lesions, as mentioned by Dr. Bevan, must give us 
hope that these cases will eventually be cured by producing some condition in the 
blood, if not as Dr. Coley has outlined, certainly an immunity of that character, 
and we must congratulate Dr. Coley on his perseverance in this line, and the 
strong fight he has made to establish a practice in the control of the growth 
of these neoplasms through systematic medication, and I am pleased that he has 
come here, because it will stimulate us to further action in this line of investiga- 
tion as well as in this line of treatment. 


Dr. A. J. Ochsner:—We can not listen to a paper like the one we have heard 
this evening without being stimulated to apply in our practice any method which 
has in careful and competent hands shown the results that have been so favor- 
able in such hopeless conditions. There are many conditions in which we have 
a reasonable prospect of good results with methods that have long been estab- 
lished; but in sarcoma, so far, every surgeon looks upon his permanent cures as 
unexpected, almost as accidental results. The fact that sarcoma gives a life his- 
tory of a growing tumor would indicate that sooner or later some one will sup- 
ply the means of stopping this growth. Some one in some way will supply a 
substance in the presence of which sarcoma can not grow. Whenever we have 
a cure in a case of sarcoma, whether we attribute it to the az-ray or to the 
mixed toxins, or to any one of a large number of other substances that have 
been used, it always brings up this hope that sooner or later some one in some 
way will supply this substance. 

Now, when we look upon the destruction of weeds, so to speak, anywhere 
else, we scarcely hope to succeed in freeing the land infested by destroying the 
mother plant. We have to keep on weeding if we wish to keep the field free, 
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so as not to be annoyed later by the offspring from the original plant, and it 
has seemed to me that in Coley’s mixed toxins and in the #-ray we have a means 
of possibly destroying these scattered plants that have come from the original 
growth. 

I have been very thoroughly impressed with this fact in quite a number of 
eases of carcinoma, particularly in which that very thing has happened with 
the use of the a-ray, in which without these additional means there was abso- 
lutely no possibility of recovery. 

After these secondary growths had started, before these methods of treatment 
were introduced, we knew they would continue until the end, which would come 
in a very short time. This photograph of the shoulder reminds me of a case from 
which I had a report to-day, a case of sarcoma of the lower portion of the femur. 
It was extremely rapid in its growth. Four weeks after it was first noticed it 
had attained considerable growth. I advised a hip joint amputation, and did 
not see the patient again for two weeks, when the growth had almost doubled 
in size. Then I referred the patient to an a-ray specialist, who applied 
w-ray treatment. It is now five years or more since that treatment was insti- 
tuted, and the patient walks about on both legs and is reported as being well. 
I have had a number of similar cases. As regards Dr. Coley’s mixed toxins, I 
would say that I have used them in the manner just described by Dr. Bevan, and 
in none of my cases have I obtained any permanently favorable results. I be- 
lieve, however, that from now on I shall use them in every single case after 
operating upon a patient suffering from sarcoma, in order to try to get the 
effect Dr. Coley speaks of upon the slight metastases of sarcoma which are not 
resistant enough to withstand these toxins. Personally, I am exceedingly thank- 
ful for having heard this admirable paper. 

Dr. William E. Morgan:—There is one point in regard to sarcoma of long 
bones that has been scarcely touched upon, yet I think it is a point in which 
our future hope lies in either curing or allowing the patient to die. I refer to 
cases of so-called sarcoma. I see present one or two expert pathologists, and 1 
would like to ask those gentlemen if they will take a piece of tissue from a 
case of what appears to be to the naked eye and from the clinical history, sar- 
coma, and prepare a slide from it, and make a positive statement from that 
slide, of the presence of sarcoma; I mean an absolutely positive statement to the 
effect that the case is one of true sarcoma? I have not had a great many cases 
of sarcoma of the long bones; I have not had a considerable number of cases 
of sarcoma of other bones, and have always noticed, when I have taken speci- 
mens to the pathologist and have had him make as careful an examination of the 
specimen as possible, that he would say to me: “It has all the appearances of a 
sarcoma, and I believe that is what it is.” But he will not make as positive a 
statement as he would in a case of carcinoma. 

I] want to say that the only three cases of supposed sarcoma of the long 
bones, excepting the myelogenous form, in which I have had the knowledge of a 
cure, were cases that refused amputation. They were treated by other methods, 
by the Coley mixed toxins, the #-ray treatment, or have drifted off into the 
hands of quacks. These are the only three to my knowledge in my own experi- 
ence that have made recoveries. One of them was a case of the late Dr. Fenger, 
which was prononunced by him macroscopically as undoubtedly one of osteo- 
sarcoma of the tibia. He made an exploratory incision, removed a piece of the 
tissue, which was subjected to microscopical examination, not only by himself, 
but by other pathologists in the city. Amputation was advised. In this connec- 
tion let me remark that the only way hemorrhage could be stopped in that case 
after an exploratory incision was with the actual cautery. Amputation was 
refused, and the patient drifted to Dowie, and for five years this case was held 
up by Dowie as one of his star cures. This same patient, after leaving Dr. 
Fenger, went to Dr. Senn, who likewise advised amputation. She came to the 
Mercy Hospital in 1894, and two years ago was still living and apparently as 
well as anybody. 

The other two cases were similar in character. One was pronounced by Dr. 
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Fenger, who made a microscopical examination in that case, to be sarcoma. A 
spontaneous pathological fracture of the femur occurred in a young man, 20 
years of age, who had a large tumor of the femur, and the surgeon, who was a 
good one, although living in a small town, removed a piece of the tumor for 
microscopical examination, and Dr. Fenger reported on it as undoubtedly osteo- 
sarcoma, and advised practically nothing. That was twenty years ago. Four 
years ago I was in the town where this case occurred, and in conversation with 
the surgeon, who is now an old man, but still practicing surgery, I happened 
to refer to that case, and asked him what became of the boy. He said he kept 
extension on the young fellow, thus relieving the pain, and by and by healing 
occurred and he became perfectly well. He was then driving an express wagon. 


I do not hesitate to say from this that I do not know what sarcoma is, either 
macroscopically or microscopically, and when a case gets well under any course 
of treatment, I do not know whether it was the treatment that cured him or 
whether he recovered spontaneously. In every case I have had under my own 
care, and cared for it from the beginning to the end, the end was death. 

Dr. Coley (closing the discussion) :—I wish to thank the members who have 
taken part in the discussion for the very considerate way they have treated 
me and for the flattering remarks they have made about my paper. However, 
after the remarks of the last speaker, I apprehend that you want nothing further 
said about my method of treatment. But if any of you should care to use the 
treatment, it is very important that you should know how to use it, because I 
think the reason why so many surgeons have had failures is due to the fact that 
they have not used the method in the right way. 


I had one patient who came to me from a town in Connecticut. A physician 
there wrote me about the method he had seen used at the Loomis Laboratory. 
This was a case of inoperable sarcoma of the parotid glands of the neck. The 
physician had used the mixed toxin treatment for three or four weeks, and 
not finding the results as good as he had expected, pronounced the method a faii- 
ure. He sent the patient to New York. I used the toxins in very large doses, 
much larger than this physician had been using, and in this connection I might 
say the difference between success and failure lies largely in the question of 
dosage. I have never seen any harm from giving these patients large doses of the 
toxins, and if after using large doses the temperature of the patient should 
reach 103 to 105, or he should have chills, one should not be alarmed. One need 
not be afraid of these things, because he is more likely to get results. This 
patient under large doses of the toxins got entirely well. 


I recall another case which was sent to me last June, by a specialist from 
Boston. The patient had apparently a large sarcoma of the tonsil which 
blocked up most of the pharynx; there was also a mass on the neck the size of 
an egg. The patient was becoming emaciated very rapidly, and there was every 
appearance of a malignant disease. The case seemed hopeless. I did not think 
the patient had any chance of getting well after the use of the toxins. I told 
the surgeon who had charge of this case not to be afraid to push the toxins. 
We began with half a minim; every other dose was injected into the tumor, 
and the other dose into his pectoral region. Many of my successful results have 
been obtained not by injecting the toxins into the tumor, but at a point remote 
from the tumor. One-third of a minim was injected into the tumor of the neck, 
but we found he could stand larger doses injected into his pectoral region, and so 
we injected into his pectoral region as many as thirty drops at one time, and 
twelve or fourteen drops in the neck tumors. Under these doses the tumors 
became smaller and began to slough. In brief, the general condition of the 
patient at the end of two months’ treatment was such that he was sent home to 
New England, not to recuperate, but, as I thought, to die. Improvement con- 
tinued to such an extent that the physician wrote me a few weeks ago to the 
effect that the man was well; that he had no tumor now either in the neck or 
tonsil. I mention this case to show that the difference between success and 
failure lies largely in knowing how to use this method of treatment. Some- 
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times the toxins are not as good as they are at other times. To get the best 
results, we must have toxins that are virulent, and I am more convinced in re- 
cent years, particularly in the last year, from our experiments carried on at the 
Loomis Laboratory, that the bacillus prodigiosus plays a far greater part in the 
cure of these cases than I believed it did in earlier days. 

It is hardly necessary for me to emphasize the point that I do not use the tox- 
ins as a substitute for operation. In all of my papers I have recommended the 
use of the mixed toxins in inoperable cases. We can use them before operation 
in cases where an operation means a great sacrifice of time. I believe we can 
use the toxins to great advantage as a prophylactic after all primary operations, 
to guard against future recurrence. 


Dr. Channing W. Barrett read a paper entitled “Considerations of Retrover- 

sio-Flexions of the Uterus in Their Relation to Pregnancy.” 
DISCUSSION. 

Dr. Albert Goldspohn:—What the essayist has said in regard to the abortive 
effect of retrodisplacement of the uterus is very true. Anyone who has had any 
considerable experience with women, either in gynecological or obstetrical cases, 
can hardly escape meeting such cases rather frequently. The so-called habit of 
the uterus to abort, as understood by the laity, to us physicians is anatomically 
explained in this disorder. Retroversion, if it is at all marked, is an evil in itself, 
and does not simply become one when the uterus becomes adherent. Intra- 
abdominal pressure holds the free unattached uterus just as continuously in ret- 
roversion as if it were bound down by adhesions. It is a very curious vagary 
of imagination that is entertained by some respectable gynecologists, that a 
uterus that is not actually bound down by organic adhesions is not pathological. 
‘che embarrassment to the venous return current or circulation is just as con- 
tinous as it is in the actually adherent uterus, and the effect on the endometrium 
in producing disease of the lining of the uterus is very much as is the appear- 
ance of a varicose ulcer on a varicose leg. For the same reasons, then, that 
pregnancy should not find a fruitful lodgment in such an endometrium is very 
evident. We can not expect anything different, and the instances that I alone 
have known in years gone by of women who have aborted and aborted and 
aborted until their lives were practically miserable, have been checked in this 
misery by simply righting the movable retroverted uterus and retaining it in 
position either by a pessary or by surgical means. The number of cases has been, 
I should say, at least twenty-five. I say movable, not adherent, uteri. This 
fact in itself is an argument against the opinion that the uterus must first be- 
come grown fast before it is a pathological thing to be retroverted. 

As to the method of treatment that Dr. Barrett suggests, I always feel grati- 
fied when I see an exposition of principles in treatment that I set forth and which 
created considerable bad feeling six or seven years ago in condemning fixation 
operation, in calling attention to the round ligaments as the only correct 
anatomical things that are available for this purpose. Whether the round liga- 
ments normally have the function of holding the uterus in normal anteversion 
or not is a question. If they have no use beyond that, we can give them a use 
by employing them for the purpose of holding the uterus in normal position. 
We can give them a different course, and it is gratifying to me to notice that 
in so few years men like Howard Kelly have been distanced, as have been 
other advocates of fixation operations, and gentlemen of the younger genera- 
tion, such as we have had this evening, present correct principles, notwithstand- 
ing the results Kelly and others may have had. 

As to the frequency of abdominal section being required to relieve an incar- 
cerated pregnant uterus, I think that will not occur very frequently. Actual 
adhesions of the uterns are not so frequent as they would seem. Adhesions of 
the appendages are very much more frequent, and if a pelvic peritonitis has 
existed, which has ended in adhesions of appendages and uterus, usually the 
health of the tubes is so far compromised that pregnancy does not result, and a 
uterus that is simply incarcerated without pregnancy can generally be gotten 
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out of the pelvis with or without narcosis, preferably without general narcosis, 
and the knee-chest posture. But if that does not succeed, an abortion, I emphati- 
cally declare, is out of order; then abdominal section is called for, and if the 
uterus does abort after abdominal section, it aborts under conditions where the 
woman will be saved the dangers to which she would be exposed if the uterus had 
aborted in its false position. 

The only proper question in the matter of surgical cure of displacement of 
the uterus at this time is not fixation or suspension of any sort whatsoever, but 
how to use the round ligaments; not to depend upon their insignificant externa? 
extremities to do anything, but make some use of them which enables their 
thick uterine origin to do the holding, and the operation that Dr. Barrett has 
suggested, as also many other types of transplantation of round ligaments into 
the abdominal wall, which they all amount to, are anatomically correct. 

Dr. A. Belcham Keyes:—This subject is one of extreme interest to us, and 
considering the completeness of Dr. Barrett’s paper, there is very litte to add. 
I would desire, however, to ask him two questions: First—At what month of 
pregnancy did the symptoms begin in the case reported? Second—How long 
was the urethra? It is very essential for us to record clinically a clear and cor- 
rect statement of those two important points. Frequently we do not sufficiently 
consider the lengthening of the urethra as a cause of our failure to obtain urine, 
and one may often be led to believe that the catheter has been introduced suffi- 
ciently far and that the bladder is empty when, indeed, it has not yet been 
reached. 


Dr. Victor J. Baccus:—I wish to call attention to the experiments of H. 
Fraenkel, published in the Archiv fiir Gynekologie in 1903. In cases of pregnant 
retroflexed uteri, as described this evening, that demand laparotomy for their 
correction, he calls attention to the reasons why the corpus luteum of pregnancy 
should by all means be preserved. He made four series of experiments on rab- 
bits, and concludes by stating: that if the corpus luteum of pregnancy is re- 
moved the ovum will atrophy; that the internal secretion of the corpus luteum 
is necessary for the insertion of the ovum and for the development of the ovum, 
and the corpus luteum is supposed to exert this influence up to the fourth month 
of pregnancy. The practical deduction from Fraenkel’s experiments is that in 
order to avoid a miscarriage in this class of cases demanding surgical interfer- 
ence, if ovarian lesions should exist, they should be corrected without injuring or 
removing the corpus luteum of pregnancy. 


Dr. Charles S. Bacon:—I feel like taking a moment of time to disagree in 
some respects with the essayist on the subject of treatment. This disagreement 
would be in the line of requiring a more exact statement of the indications for 
laparotomy. As a matter of fact, the most important of the serious symptoms 
is trouble with the urinary apparatus. The bladder disturbance; difficulty in 
urination; the subsequent infection of the bladder and urinary tract, which leads 
very frequently to gangrene of these important organs, according to the statistics 
given by the essayist, are the chief causes—together with the sepsis that arises 
from that—of death in these cases. These causes lead also to the imprisonment 
of the uterus, peritoneal adhesions of the bladder to the intestine separating the 
peivic from the abdominal cavity, and making it difficult to replace the uterus. 
It is difficult to replace the uterus even without this pathologie partition on 
account of incarceration behind the promontory; but that is not a difficulty that 
can not be overcome by manual reposition. So it is difficult to say when a lapa- 
rotomy shall be undertaken. If we have a severe infection of the bladder, and 
very frequently infection of the peritoneum accompanying it, and often gangrene, 
to a greater or less extent, we have a condition of affairs that makes a laparot- 
omy an extremely serious operation; and I believe it is the opinion of most of 
the modern writers that in these cases there is a safer operation for emptying 
the uterus, when it must be emptied. I do not refer to puncture of the uterus, 
but to colpohysterectomy, or vaginal Cesarean section; incision of the posterior 
vaginal wall, and emptying the uterus in that way. It may be necessary to fol- 





190 ILLINOIS MEDICAL JOURNAL. 


low this sometimes by the removal of the uterus, but not generally. The condi- 
tions are too serious to justify a laparotomy, and if it should be done, the condi- 
tion is so serious that an operation for displacement would not be attempted at 
that time. Milder cases in which there is not this serious bladder infection, can 
almost always be treated by reposition, if carried out properly, thoroughly and 
systematically. There must be emptying of the bladder, and that is a difficult 
matter; and there must be a considerable period of rest to the patient in the 
horizontal position, with possible tamponade, and when the great edema has de- 
creased, which is a great obstacle at the beginning of the reposition, reposition 
will follow. So the impression that may have been left by the essayist that a 
laparotomy is so often indicated in these cases I think is a mistake. 

Dr. Barrett (closing the discussion) :—I wish to thank the gentlemen who 
have discussed my paper. As to Dr. Goldspohn’s advocation of some of the points 
made, I wish to say that I thoroughly agree with all that he has said. I agree 
with him when he says that it will not often be necessary to open the abdomen 
for an incarcerated uterus. But it does sometimes happen, no matter how grave 
the symptoms. Sometimés the graver the symptoms, the more necessary it is to 
open the abdomen. There are many cases of beginning incarceration in which 
the uterus can be replaced according to the method spoken of, and according to 
the methods discussed by Dr. Bacon. I would like to say this, however, that in 
dealing with an incarcerated uterus we are dealing with the lives of two persons 
instead of one,¢as Dr. Bacon seems to imply. He suggests vaginal Cesarean 
section in these cases of incarceration of the uterus. Yes, if an abortion is in- 
evitable, empty the uterus by replacing it, and emptying it by the usual methods 
if it can be done, or by doing a vaginal Cesarean section; that is, slitting up 
the cervix a little, if it is an inevitable abortion, and if the child is alive there 
is no reason why we should take the life of that child in order not to do an 
operation which furnishes a chance for both mother and child to live. He has 
said that it would be a serious thing to open the abdomen in cases in which there 
is some peritonitis, probably local, and some gangrene. I would suggest possibly 
that if we get a local peritonitis and some gangrene, we are doing a much safer 
procedure to open the abdomen and deal with those conditions than we would be 
to turn the uterus under these conditions, do a vaginal Cesarean section, or 
induce an abortion. If a woman is born to abort, if we do this operation she 
aborts under more favorable conditions. We all know that obstetrics is essen- 
tially a conservative specialty, and sometimes it seems to be a little over-con- 
servative, and that over-conservatism has been helped out in years gone by by a 
little less conservative gynecology, and that is one of the conditions in which this 
over-conservatism will benefit obstetrics very much. Dr. Keyes asked the ques- 
tion as to when the first symptoms started. They began, as is quite frequently 
the case, at about three and a half months. The woman supposed that she was 
three and a half months advanced in pregnancy when these symptoms began. 
As to the length of the uretheral canal, I can not give Dr. Keyes the exact 
measurements, but it was materially lengthened. We introduced a Kelly catheter 
up to quite a long distance, so that we thought we ought to be able to enter the 
bladder long before we got the instrument into it. It was much lengthened, but 
how much I can not say. F 

Meeting of December 12, 1906. 

A regular meeting was held Dec. 12, 1906, with the president, Dr. George W. 
Webster, in the chair. 

The subject for the evening was a symposium on Exophthalmic Goiter. Papers 
were read as follows: “Clinical Course and Diagnosis, and Report of a Case,” by 
Dr. Frank Biilings; “Pathology,” by Dr. D. D. Lewis; “Cardiac Symptoms,” by 
Dr. R. B. Preble; “Neurologic Complications,” by Dr. L. Harrison Mettler; 
“Ophthalmologic Aspects,” by Dr. Casey A. Wood; “Medical Treatment,” by Dr. 
William E. Quine; “Surgical Treatment,” by Dr. Arthur Dean Bevan. 

The discussion was opened by Dr. J. B. Herrick, and continued by Drs. E. F. 
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Wells, Sydney Kuh, A. J. Ochsner, B. W. Sippy, D’Orsay Hecht, G. W. Hall, and 
closed by Drs. Billings, Preble, Mettler and Bevan. 


DISCUSSION ON THE SYMPOSIUM ON EXOPHTHALMIC GOITER. 

Dr. James B. Herrick:—The name exophthalmic goiter is somewhat unfortun- 
ately chosen for, as Dr. Billings said, the most common and constant features of 
the disease are tachycardia and tremor rather than the exophthalmos and the 
goiter. I disagree with Dr. Wood that exophthalmos is one of the earliest and 
commonest of the symptoms. It certainly is not as common a symptom is either 
tachyeardia or tremor. Probably in the cases Dr. Wood sees the ophthalmic 
symptoms are pronounced. As mentioned by Drs. Bevan and Billings, many of 
the cases show a distinct loss in weight, as in the case mentioned by Dr. Bevan 
and in another which I saw a few days ago, the patient having lost 60 pounds of 
162 within two or three months. In nearly every case there is a slight loss of 
weight. As to temperature, if the temperature be taken carefully at four-hour 
intervals in an acute stage of exophthalmic goiter, there is to be found almost 
without exception a slight elevation of temperature at some time in the course 
of the 24 hours. 

Some patients have an annoying, hacking, so-called nervous cough; the pulse 
is rapid and sweating is common. When a patient comes to us with such a his- 
tory as that, and when we find a few scattered rales in the chest, and find that 
there has been a loss in weight, it is a very easy matter to conclude that the 
patient has pulmonary tuberculosis. That mistake is easy to make. I was glad 
to hear Dr. Wood’s explanation of the discrepancies in the statistics as to von 
Graefe’s sign. I have heard some physicians claim that they find it in at least 
90 per cent. of their cases, while others do not find it in more than 20 per cent. 
The explanation is probably to be found in the technic of testing for this sign. 
Personally, I do not find it in over 50 per cent. of my cases. Itching of the skin 
is sometimes intense, and the changes in the skin, resembling myxedema or 
scleroderma, are at times particularly striking. I have seen this thickening of 
the skin especially marked on the abdomen. 

Dr. Preble referred to the fact that in serious cases cardiac incompetency was 
likely to develop, and that edema may be looKed on as a warning of the approach 
of this condition. The most severe and pronounced case of edema I ever saw 
was in a woman who had a typical exophthalmic goiter and an incompetent heart. 

As to what should be called complications and what merely symptoms of dis- 
ease. I scarcely know what to say. It seems to me that the earnestness of Dr. 
Mettler’s argument was scarcely warranted by the views generally held by phy- 
sicians. I believe, in other words, that most physicians would agree with him 
that we are not warranted in making a diagnosis of exophthalmic goiter without 
some one or two of the so-called cardinal symptoms. That there are mild cases 
or so-called larval cases, is unquestionably true; but without at least one of the 
cardinal symptoms of the disease one would hesitate to call it exophthalmic 
goiter. It will be impossible to draw hard and fast lines as to diagnosis until 
we have a definite etiologic or pathologic basis on which to found a diagnosis. 

1 was glad to hear Dr. Quine protest against the treatment by thyroid extract. 
Very few lecturers or text-books advocate it, yet it is frequently given and al- 
most without exception to the harm of the patient. The mainstay in treatment 
is rest. It is far superior to all drugs, and it should be insisted on. Dr. Quine 
mentioned the three drugs that I employ oftener than others—strophanthus, 
codein and bromids. These, with eliminants and rest, come as near to the stock 
treatment that I have for exophthalmic goiter as anything. 

I would like to ask Dr. Bevan as to his 15 cases of- recovery, whether he means 
recovery with complete absence of symptoms? Many cases of so-called recovery 
from medicinal treatment are only recoveries so far as acuteness or gravity of 
the symptoms is concerned; but on looking carefully, we still find some tremor, 
tachycardia or exophthalmos, Instead of being a complete and permanent cure, 
we must say that the diseage is in a dormant state. I wish Dr. Bevan could tell 
us whether his 15 recoveries are recoveries in the strict sense, or merely instances 
of marked improvement. 
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Dr. E. F. Wells:—In the very able presentation of the cardio-vascular symp- 
toms in exophthalmiec goiter made by Dr. Preble, one remarkable feature was léft 
unmentioned, namely, the fact that in the early stages of other and milder cases 
of exophthalmic goiter, the pulsations are very much stronger above the level 
of the heart than below. This is a symptom of some practical importance in 
the early diagnosis of the disease. Any other feature has to do with the pulse. 
The pulse is accurately described as having the characteristics of that pulse of 
aortic regurgitation. This is true of only a small proportion of the cases. Every 
characteristic of the pulse, except the normal, may be found in exophthalmic 
goiter, and in a large proportion of the milder cases the pulse may be described 
as infantile in character. In the most severe cases I have seen the pulse has 
been practically the same as in tachycardia. I have had the opportunity cf 
taking tracings in a very considerable number of cases, so that I am quite sure 
that these are the ordinary conditions found. 

In discussing the neurologic features of the disease, Dr. Mettler mentioned 
many things which are bound to be present. One notable symptom is that of 
the moral obliquity present in some of the patients. The patient’s moral sense 
is not well rounded out, especially in regard to veracity. 

As to the treatment of this affection, the three drugs of real usefulness have 
been mentioned. I have for many years favored the use of codein, and unless 
my observations are wofully at fault, I am sure that we have in codein the most 
useful remedy in the management of this disease. It may be given for long 
periods of time in doses of from % to % grain, three or four times a day. I have 
not seen it harm any patient, and it is beneficial in a large proportion of cases. 
‘There are some extreme cases, however, in which it and every other method of 
treatment fails. As to surgery, some of the cases that promise to be severe 
should be watched carefully and be turned over to the surgeon for extirpation of 
the gland early, not waiting until severe symptoms have set in. The warning 
suunded as to the improper use of thyroid extract is a timely one. No case of 
exophthalmic goiter that has given a history of the use of thyroid extract has 
profited thereby. 

Dr. Sydney Kuh:—The nervous’symptoms mentioned by Dr. Mettler can, 1 
think, be readily grouped into three classes. First, symptoms like the tremor, 
nervousness, which are as constant as any of the cardinal symptoms given. 
These we are justified in considering part and parcel of the disease. Then there 
are complications as bulbar paralysis, external ophthalmoplegia, myoclonia, and 
a combination which I had occasion to observe recently—muscular dystrophy. 
They have the same basis as the exophthalmic goiter proper, i. e., the neuropathic 
disposition which predisposes them to any nervous disease. The same statement 
holds good in the case of some of the psychoses which we see associated with and 
complicating exophthalmie goiter. A third class would be formed by the psy- 
choses of exhaustion, which are due to the exophthalmic goiter proper. 

I wish to protest against the statement that moral obliquity is a common 
symptom in patients suffering from this disease. My experience with exophthal- 
mic goiter has been very large, unusually large, and I have not observed moral 
defects any oftener in these patients than in those affected with any other dis- 
eases or in otherwise normal individuals, Among the eye symptoms there is one 
worth mentioning, because if is very often the earliest of all eye symptoms. It 
can be elicited by making the same test that we make in searching for the von 
Graefe symptom. In place of the steady continuous downward movement of the 
eyeball, we see a jerky, discontinuous movement in the early stages. The symp- 
tom has been described only very recently. 

As to the treatment, Dr. Billings said that his resuits from the use of thy- 
roidectin have not been as good as were those recorded by others. I felt that in 
a way that was a remark which interested me personally, since I believe I was 
the one who reported the largest number of cases treated by thyroidectin. I wish 
to recall the statement I made at the time we discussed this method of treatment 
in this society. I had then 10 cases that had been treated with thyroidectin. I 
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said at that time that it was my impression that thyroidectin was not as effica- 
cious as the liquid serum. What I then gave as a probability, I think I can 
repeat now as a certainty. My experience has increased. I have about a dozen 
cases treated with liquid serum and about three dozen treated with thyroidectin, 
and I am of the opinion that thyroidectin is of far less value than is liquid serum. 
In not a single instance in which the liquid serum was used did it fail to give 
results. One of my patients was seen by Dr. Billings, and, if I am correctly in- 
formed, he gave a bad prognosis. That patient is not completely cured, but feels 
perfectly well and is able to attend to her household duties. There is still a 
little exophthalmos and a slight swelling of the gland. Another patient gained 
20 pounds in six or eight weeks. I believe firmly that in the serum of Moebius 
we have a very useful agent. I do not believe that it cures, nor do I believe 
that any other treatment, except perhaps surgery, will cure these cases. 

Dr. A. J. Ochsner:—The danger of the surgical treatment has been very much 
overestimated, because of the newness of the operation and consequently every- 
one who did operate had no personal experience worth mentioning. Now that there 
has accumulated a considerable amount of experience, I believe we can look on 
this operation as a relatively safe one, except in those cases that are unfit for any 
kind of operation. There are six dangers to guard against. The first danger 
comes from the anesthetic. These patients take ether comparatively well, but the 
balance is not as strong in their favor as it would be if they “had not this disease, 
so that one should stay on the safe side so far as the amount is concerned. This 
difficulty I have overcome in the following manner: The patient is anesthetized 
theroughly and then the head is elevated before beginning the operation, the 
operation being completed without any further anesthetic, the patient remaining 
anesthetized as the result of the cerebral anemia. Toward the end of the opera- 
tion the patient is able to speak a little, although he will not remember any pain. 
In that way one can protect the recurrent laryngeal nerve if the field is some- 
what covered with blood. 

A second danger is from hemorrhage, which Kocher has practically eliminated. 
The third danger, and probably the greatest, which causes the death of most 
patients at first, is the occurrence of acute thyroidism. The surgeon was not 
accustomed to the operation and consequently the gland was manipulated unnec- 
essarily, so that a great amount of thyroid substance got into the circulation. 
Now we are more careful, and we have no more acute thyroidism. The next 
danger comes from the cachexia, which we have also practically eliminated, 
because everyone leaves a portion of the thyroid in place. Then there is the 
danger from sepsis, which is also practically eliminated at the present time. 
Bearing these things in mind, these patients do remarkably well. I have oper- 
ated on over 30 of them, and my experience has been the same as that of the 
others. : 

Dr. B. W. Sippy:—I wish to call attention to a symptom-complex resembling 
that of exophthalmic goiter which is seen frequentiy in the case of chlorotic 
girls. They have a tachycardia with some enlargement of the thyroid, dyspnea 
and anemia, and it is easy to make a mistake,and call the case one of exophthal- 
mie goiter. We should be careful in examining these cases in order to avoid this 
mistake. 

Dr. D’Orsay Hecht:—Since Dr. Sippy has very appropriately sounded a note 
of warning from premises of differential diagnosis, might I admonish with refer- 
ence to another danger occasionally encountered in the severer cases of exoph- 
thalmic goiter? There exists in many cases a state of prolonged evenly sustained 
mental excitement which not infrequently ascends to the plane of aberration. 
Hallucinations and delusions may occur which suggest impending insanity. This 
state of mind alternating as it does with well-defined depression, bordering on 
melancholia, must be recognized and promptly dealt with in order to avert the 
disaster of suicide. This possible tendency in the presence of such symptoms 
should never be lost sight of. The tumultuous heart action, the intense migraine- 
like headaches, the chronic insomnia, are of themselves enough to make life un- 
bearable to some of these patients. 
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Intellectually they are not weakened, but varying degrees of mental stupor, 
terror and delirium have been observed in the advanced stages of the disease. 
Psychic phenomena aside, I feel like asking Dr. Bevan to tell use more of the 
surgical limitations in these cases, when is the best time to operate, and what 
constitutes a cure? 

In the various papers and discussions upon this same subject by the elder 
Kocher, Mayo and others, cures are reported in an astonishing percentage, but the 
postoperative time limit of observation seems not to be stated. Has enough 
time elapsed to pronounce the cases cured? In the past two months I have recom- 
mended and had operations done in two of my cases, but the period for conclu- 
sion has been too brief, although I confess to a notable improvement in all the 
subjective symptoms and some of the signs. Perhaps Dr. Bevan will emphasize 
this point in closing. 

Dr. George W. Hall:—Some of these patients have a most voracious appe- 
tite, eating several Limes a day, and then not satisfied. Dr. Wood mentioned uni- 
lateral exophthalmos.. I remember seing one patient who had an eye extirpated 
on account of a supposed malignant growth in the orbit. Later the other eye 
became enlarged, and not until then was the diagnosis of exophthalmic goiter 
made. Dr. Wood speaks of the exophthalmos being caused by a deposit of fat in 
the orbit, or to an overfilling of the blood vessels. I would like to ask him 
whether or not some’ of these eye symptoms may not be due to a spasm of the 
muscles. 

Dr. Billings (closing the discussion on his part) :—Although I did not mention 
fever in my paper, I have found several conditions, but always associated with 
infection, such as tonsillitis or pharyngitis. When this infectious condition sub- 
sided, the temperature was normal or nearly so. Albuminuria occurred in 11 of 
iny cases of exophthalmic goiter, and in one case there was a glycosuria. 

In reference to the exophthalmos, I would like to ask Dr. Wood whether he 
read the report of MacCallum’s experiments made on dogs two years ago? He 
showed that the exophthalmos is not due to the causes usually assigned to it, 
but to a contraction of the muscle covering the contents of the orbit, which is 
eentinuous with the muscles of the lid and passes backward cone-shaped to the 
back of the orbit. The contraction of this muscle pushes the eye forward, as was 
shown very nicely in the experiments reported. 

As to treatment, I want to beg of Dr. Kuh not to think that I made any per- 
sonal reference whatever. Drs. Mix, Moyer and others have also reported cases 
similar to Dr. Kuh’s. My paper was based entirely on my own experience. I 
have not had the results from the use of thyroidectin that have been reported by 
others, and in two instances alarming results arose from its use, one patient get- 
ting into a condition resembling acute thyroidism. This patient finally died after 
a second attempt to use thyroidectin. I do not believe in the use of drugs any 
more than anyone else, but having heard Dr. Forchheimer emphasize the use of 
hydrobromate of quinin, I used it, and I have never used a drug which produced 
the calming effect on the vasomotor apparatus as quickly and effectively. It has 
more good effects than any other one drug. 

Rest is the essential thing, and this may not mean rest in bed for every 
patient. I have kept patients in bed continuously for eight months, others for 
six and four months, with beneficial results in each case. I was astonished to 
hear Dr. Quine say he did not get any effects from the local application over the 
heart of an ice-bag. It is one of the best local remedies I have employed. As to 
bromids, we all are agreed not to use them constantly, but only when necessary. 

Dr. Preble (closing the discussion on his part) :—When one opens up the ques- 
tion of differential diagnosis, a wide field presents itself. For example, one of 
the common errors made is confusing exophthalmic goiter with ordinary neuras- 
thenia. It seems impossible that this can be done, and yet it occurs. Another 
error, still more peculiar, is confusing exophthalmie goiter with Addison’s disease. 
It is only by studying the clinical picture as a whole that one can avoid errors of 
that sort. ¢ 

In regard to the treatment, the same thing can be said of the medical treat- 
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ment of this affection as can be said of the medical treatment of other condi- 
tions—that where there are so many drugs advocated as a means of cure, it is 
not likely that any one of them has any particular effect. I am sure we are all 
agreed that the drugs employed have little more than a palliative effect, and that 
the most efficient combinations are those which contain cardiac stimulants and 
sedatives, such as strophanthus and bromids, or digitalis and opium. As my ex- 
perience grows, I become more and more inclined to consider the condition abso- 
lutely a surgical one, that the disease is the result of hyperthyroidism. By re- 
moving a portion of the gland the cause ofthe disease is removed. In removing 
the gland two things are absolutely essential: That no time should be wasted, 
and that the gland should be removed with as little manipulation as possible, so 
as to prevent the occurrence of acute thyroidism, which killed so many patients 
in the early history of the operation. 

Dr. L. Harrison Mettler (closing the discussion on his part) :—I simply want 
to emphasize once more that the diagnosis, in my opinion, is by no means an easy 
matter. I_am not speaking of the plain cases that can be diagnosed half a block 
away, but of those cases in which a careful diagnosis is required, in which the 
mistakes referred to can be made, and in which we lay too much stress on the 
other symptoms instead of tying our anchor closely to the syndrome. In a large 
number of cases we will find that we have some other condition plus the exoph- 
thalmic goiter, and that the other symptoms are not part of the goiter. 

I want to endorse the treatment with codein and bromids. So far as the 
medical treatment goes, that has given me the most satisfaction, combined with 
rest. I agree that the thyroid gland is responsible for a large part of the symp- 
toms, but I will not go so far as to say that it is the origin of the trouble. I 
also urge early surgical intervention in selected cases, but I wish our surgical 
friends would give us a little more definite opinion as to what we should expect 
to find when we want to refer a patient to them for an opinion. I have 
sometimes been in doubt as to whether to go on with my medical treatment or 

to advise surgical intervention. 
; Dr. Casey A. Wood (closing the discussion on his part) :—I did not intend to 
convey the impression that exophthalmos is a common symptom, although it is 
met with frequently. As to Stellwag’s symptom, the anesthesia of the cornea is 
probably in the majority of cases the cause of the infrequent ophthalmia. There 
is a lid edge sense that the cornea ought to be cleaned by rubbing the lid over it, 
and when there is anesthesia it may be that the lid edge sense is absent. 

Dr. Billings spoke of the experiments of MacCallum. In quite a fair percent- 
age of human beings we find that vestigeal remnant of the retractor muscles 
connected with the eyeballs in which the eyeball may be thrown back or a prop- 
tosis may be produced. I suggested that in all the cases of exophthalmic goiter 
this muscle would be well developed, and in others it would not be found devel- 
oped at all. That, however, is a hypothesis which requires some investigation. 

The terms, Basedow’s and Graves’ disease have been used. If we want to use 
names, let us be just. The name of the Englishman, Perry, ought to be remem- 
bered. He described the disease years before the other men wrote about it at all. 
And in between Perry and Graves comes the Italian, Fliani. 

Dr. Bevan (closing the discussion) :—I simply desired to present the possi- 
bilities of surgery in the treatment of exophthalmic goiter. The question has 
been asked, How complete are these cures? I believe that when a sufficient 
amount of the gland has been removed the cures are complete. In looking over the 
statistics of these cases you will find some such statement as this: Fifty per 
cent completely cured; 20 per cent. very greatly improved; 10 per cent. somewhat 
improved; 10 per cent. not improved, and 10 per cent. died. In the more recent 
work done the operations have been more complete, because we recognize the 
fact that the symptoms of the disease are due to a hyperactivity of the gland. 
The rule to-day is to remove the larger half of the gland and then if the patient 
is in only fair condition, the other arteries are ligated. If the patient is in first- 
class condition, then the arteries of the other half of the gland are clamped and 
from a half to two-thirds of the gland is removed. In the complete operation the 
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cures are complete. The patient I saw with Drs. Preble and Herrick still has a 
little exophthalmos in one eye, but she is well in every way. One of my patients 
who was not improved simply had one-half of the gland removed, although the 
other half was quite large. There was no permanent improvement. I am thor- 
oughly convinced that if I had removed two-thirds of the remainder of the other 
lobe that there would have been a very marked improvement. 

The possibilities of modern surgery are this, that at least 90 per cent. of these 
patients can be cured if a proper amount of gland substance is removed. The 
mortality is less than 10 per cent. What results are obtained by the expectant 
treatment and by the medical treatment in these cases? If better results can 
be shown, then I say follow the expectant plan; but if, on the other hand, 20 per 
cent. or more of these patients die directly or indirectly because of exhaustion, 
ihen surgery should be the routine treatment. Personally, I would say that in 
the beginning of the case, unless it begins very acutely, it should be handled by 
the medical man. If the patient does not improve and there is evidence of his 
passing into a grave condition, he should be operated on, exactly the same as 
though it were a case of gallstones, or a stomach or an appendicitis case. 


CHICAGO UROLOGICAL AND CHICAGO MEDICAL SOCIETIES— 
JOINT MEETING. 
A joint meeting of the Chicago Urological and Chicago Medical Societies was 
held Dec. 19, 1906, with the president of the Chicago Urological Society, Dr. L. 
E. Schmidt, in the chair. 


SYMPOSIUM ON TUMORS OF THE URINARY BLADDER. 


Dr. J. Allen Patton read a paper on “The Pathology of Vesical Tumors.” Dr. 
Daniel N. Eisendrath followed with a paper on “The Diagnosis of Vesical Tu- 
mors.” Drs. Gustav Kolischer and Louis E. Schmidt contributed a joint paper on 


“The Operative Treatment, from a Modern Aspect, with Exhibition of Patients, 
Specimens and Models.” 

The discussion was opened by Dr. William T. Belfeld and continued by Drs. 
William L. Baum, Frederick Leusman, Maximilian Herzog, G. Kreissl, Henry 
Gradle, Victor J. Baccus, Louis Greensfelder, D. N. Eisendrath, and the discus- 
sion closed by Dr. Kolischer. 

DISCUSSION. 


Dr. William T. Belfield: —The oldest of the three embryonic layers (epiblast) 
produces the epithelium of the skin, the central nervous system, and later the 
mouth and anus. The second layer (hypoblast) produces the epithelium of the 
alimentary canal and digestive glands. The last and intermediate layers (meso- 
blast) -produce the connective tissue structures and the reproductive organs. 
The mesoblastic tissues complete their development after puberty. 

The malignancy and frequency of cancer seem to vary directly with the 
phyletie age of the various organs, being least in the earliest, greatest in the 
latest organs. Thus, carcinoma is notoriously frequent and malignant in the 
breast and the uterus. The breast, a specialized skin gland, appears with the mam- 
mals, the completely fused uterus with specialized cervix appears in the apes— 
both, therefore, among the latest organs. Cancer of the skin in general—that 
primeval organ—is notoriously benign compared with that of the breast: can- 
cer of the Fallopian tubes and the vagina (ancient parts of the Miillerian duct) 
is far less malignant and frequent than that of the uterus. Of the urinary 
organs, the bladder is the latest, appearing first in the amphibians; and vesical 
cancer is more frequent and malignant than the same disease in the more ancient 
ureter. 

The malignancy of bladder cancer may be compared with that of the breast; 
further experience has corroborated the doubt expressed by Guyon many years 
ago as to the benignancy of any form of bladder cancer. The surgery of vesical 
cancer, which is the creation of the cystoscope, and therefore only twenty years 
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old, has taught the same lesson learned through larger experience in the surgery 
of the breast. At first the surgeon removed cancer from the breast; then he 
removed the breast with the cancer; and in these latter days he removes the 
breast and all accessible lymph glands and fascie liable to infection. And yet 
the permanent cures of cancer in this organ—ideally situated for surgical attack— 
do not average more than 33 per cent. Still less favorable are the final results in 
the removal of vesical cancer, more difficult of access than is the breast. At 
first, surgeons removed merely the cancer; then they resected the bladder with 
the cancer; latterly they have removed the entire bladder—and yet permanent 
cures are less than 33 per cent. 

Within the year hundreds of operations for vesical cancer have been re 
ported and reviewed by Rafin, Watson and Trephin. The first named reports 
57 cases of extirpation of the growth; of the 38 survivors whose history was 
traced nearly all died within six months. Partial resection of the bladder was 
made in 96 cases, with 21 operative deaths; of 52 survivors who were traced, 24 
died of recurrence within the first year, and only 5 were free for more than three 
years. Total extirpation of the bladder was made in 30 cases, with 17 operative 
deaths; only 2 of the survivors were alive at the last report. 

Watson collected 410 cases, with 46 per cent. of deaths and early recurrence; 
even the tumors considered benign recurred rapidly in 20 per cent. of the cases. 
Trephin reviews the history of 45 patients whom Kiimmell has operated on 
for tumor in the past twenty years, including 34 papillomata and 9 carcinomata. 
Of the former, 19 were malignant and rapidly recurred; in 3 of the 12 apparently 
benign growths, rapid recurrence ensued. Only 5 of 30 patients with malignant 
tumors survived after intervals of seven to sixteen years. 

Such results prompted Bazy to declare to the French Urological Congress that 
no material improvement in results has been shown in the past twenty years; 
even total extirpation of the bladder, while increasing the operative mortality, 
does not seem to afford much immunity against recurrence. 

While excision of malignant vesical tumors seems justified by the mitigation 
of the patient’s sufferings, yet permanent cure can be expected in only a small 
minority of the cases; recurrence is frequent years after the operation. It be- 
hooves an operator, therefore, to be extremely conservative and deliberate in 
reporting the operative cure of vesical carcinoma or even papilloma. 

Dr. William L. Baum:—After listening to the papers and the discussion by 
Dr. Belfield, there is very little left to be said on this subject. I would like to 
eall attention, however, to the fact that the differential diagnosis, as outlined 
by Drs. Eisendrath and Kolischer, is not as easy as it would seem. According 
to the more recent work on the subject, it is only possible to differentiate some 
of these tumors microscopically. While we may consider the villous form of 
bladder tumors as being benign, and also that they are easily removed by the 
endovesical method, we can see, from what Dr. Belfield has just said, that the 
consensus of opinion is crystallizing toward the view that such tumor formations 
differ in their malignancy only in degree. With the cystoscope, as Dr, Eisendrath 
has pointed out in reference to malignant growths of the bladder, most of these 
tumors show some exulceration, but most of us who have done considerable 
cystoscopic work agree that it is only in the later stages of such tumor forma- 
tion that any exulceration is apparent. : 

The most interesting feature has been the operative procedures suggested 
by Dr. Kolischer. The operative procedure he has suggested is not only rational 
and unique, but certainly the best method known up to the present time. How- 
ever, I agree with Dr. Belfield when he says that we are only at the beginning 
of operative methods for the removal of bladder tumors, and that after all the 
majority of these cases are diagnosed at a period when glandular infection 
has taken place, and it will be necessary to remove all the glands before any very 
large proportion of them can be called cured. There is very little that can be 
said on this subject at the present time until we can determine the exact place 
of operative intervention in bladder tumors. 
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Dr. Frederick A. Leusman:—I want to add to what Dr. Baum has already said, 
that the diagnosis of bladder tumors by means of the cystoscope in the early 
stages is one of the most difficult things we have to contend with. On the other 
hand, after the tumor has developed, it can be easily seen by means of the cys- 
toscope. 

Let me say a word or two about the cystoscope, because there may be some 
men present who have not used the instrument. I remember very well, not many 
years ago, in perusing the advertising sheets of the Berliner Klinische Wochen- 
schrift, of seeing the Koch method advertised of making examinations for tuber- 
culosis, and it was said that this work was being done in the laboratories in 
Berlin. By means of this method one could demonstrate tubercle bacilli in the 
sputum. This was called quite a feat at that time, and it was thought that 
practitioners had to go to Berlin in order to demonstrate the tubercle bacillus 
in the sputum. Well, now, that time has passed. Nowadays tubercle bacilli 
are easily demonstrated by laboratory methods, and practitioners are taught 
the trick in a week or two. That applies to some extent to the use of the 
eystoscope. I remember very well that about ten or twelve years ago when we 
tried air inflation, and I worked faithfully on my private patients, after I had 
once tried it on them they did not come back again. Soon another case turned 
up. I was interested to look into the bladder; I did not want to drive away this 
young man with air inflation. I took him to my friend, Dr. Kolischer, and asked 
him to examine his bladder. Dr. Kolischer was then the possessor of a Nitze 
instrument. I watched him carefully and saw the ease with which he introduced 
the instrument and looked into the bladder, and I could see what he could see. 
Now, the main thing in cystoscopy is to have a good cystoscope. I have used 
the Nitze cystoscope very successfully and with satisfaction to my patients and 
myself. I can commend the use of this instrument. If one can introduce a 
sound into the bladder he can with a little practice and experience use the cysto- 
scope, and the more he practices the more will he learn to see. If he can find 
tubercle bacilli in the sputum, he can by the use of the cystoscope see a villous 
tumor in the bladder, if there is one present, as well as an expert who has done 
it for twenty-five years. When it comes to seeing other bladder tumors, then it 
is all off. It is more difficult to detect them; and then even the experts will 
disagree. As to the early diagnosis of a benign or malignant tumor, before 
ulceration, with the aid of the cystoscope, there is none. 

Dr. M. Herzog:—I was present at an operation that was performed by Dr. 
Schmidt, and when I saw the masses which were removed and what part of the 
bladder was removed, and when, after making a microscopical examination, I 
found that the growth was a spindle-cell sarcoma, I expected to be called upon 
to make a postmortem on that patient ina short time. But I learned from week to 
week that the patient was getting better, and could retain a larger and larger 
amount of urine. After the removal of the major part of the bladder, the large 
amount of urine which can be retained can be easily explained from what we 
know about the regeneration of tissues. The bladder, consisting of muscle 
fibers and connective tissue, is entirely composed of tissues which easily regener- 
ate, and this regeneration is evidently compensated for by the fact that the blad- 
der can bear completely a certain amount of pressure, and in that way a new 
bladder may be formed. 

Dr. Belfield has made some remarks on the histogenesis of tumors which, as 
he himself has said, are entirely original, and which somewhat challenges the 
criticism of the pathologist. In the first place, he spoke of the development of the 
mesoblast and of the mesoblastic tissue, and said that all epithelial structures, 
if I understood him rightly, of the genitourinary tract are mesoblastic. The 
fact is that this is one of the most contested questions in embryology, and I 
myself venture the opinion that all so-called mesoblastic epithelial structures 
are derived from the hypoblast. He made the statement that, as a rule, epi- 
thelial malignant tumors, coming from epithelial cells, develop early in embry- 
onal life, and form structures early in phylogenetic development. He cited, as 
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an example, the mammary gland. On the other hand, we know how malignant 
epithelial tumors of the uterus are. Let us take the epiblastic tumors—the 
sarcomata. The mesoblast, while it is not developed as early as the epiblast 
and hypoblast, is present in all higher animals, and we find epiblastic and hypo- 
blastic tumors, some of which grow rapidly, some slowly, and are not consid- 
ered very malignant. That depends upon the nature of the infection, whatever 
it may be, and upon personal predisposition. In some individuals sarcoma may 
grow rapidly; we may have a rapid development of tuberculosis; in others we 
have slow, not very malignant, tumors. 

There has been a remark made to-night by two of the speakers that papil- 
loma of the bladder is not much different from carcinoma. We know that cer- 
tain papillomatous tumors may give rise to implantation metastases. One of 
the commonest tumors is the cyst-adenoma in the female. These tumors will 
give rise to implantation metastases. I have seen any number of these cysts, 
because they are common tumors in the female, and yet I have seen but three 
which became malignant. Of course, such papillomatous growths may undergo 
a change through epithelial proliferation, and wherever that occurs there is a 
chance for the carcinoma to develop. These tumors of the bladder, papillomata 
of the bladder, have to be examined carefully to see whether they present malig- 
nant features. The fact that a papilloma may develop into a malignant tumor 
by no means proves that it is primarily a malignant tumor. 

Dr. F. Kreiss]:—There is no doubt in my mind that if we could always diag- 
nose vesical neoplasms, especially malignant tumors, with the aid of the cysto- 
scope, at an early date the prognosis and surgical results would be much im- 
proved. Unfortunately, however, the symptoms of malignant vesical growths— 
hemorrhage and pain—are either absent in the early stage or so insignificant as 
to remain unobserved until the advanced changes of the latter stage call for 
intervention. At other times the real issue in the case is obscured by the symp- 
toms of incidental lesions, as stricture, posterior urethritis, prostatis, prostatic 
hypertrophy, ete. Yet there is one drawback to the value of cystoscopy in these 
eases. While we are usually able to ascertain the presence of a vesical tumor, 
we can not always say from the cystoscopic inspection alone if the tumor is 
benign or malignant. Most authors agree that neither the looks of a tumor 
nor even the microscopical examination of fimbrie permit us to determine whether 
it be benign or malignant. However, if in doubt, we are in a position to form 
some definite idea as to its malignancy by repeated cystoscopic examinations in 
short intervals. In this way we can follow structural changes on its surface 
and watch the rapidity of its increasing volume. If growing rapidly, and it 
becomes exulcerated, we may expect malignancy, but if it is growing very slow, 
or remains stationary for a long time without showing evidence of breaking 
down, the tumor may be pronounced benign. 

That very few cases of malignant vesical growth in the early stages have been 
observed, or when observed have been misinterpreted for one reason or another, 
appears from the fact that nowhere, even not in Nitze’s work on cystoscopy, do 
we find in the text or illustrations the description of them. That they can be 
discovered sometimes, and operated with good results, is clearly demonstrated 
in the case of Dr. Gradle, who is with us to-night. He consulted me about four 
years ago for some vesical trouble of long standing, consisting of dysuria and 
cloudy urine. In the cystoscopic examination I found a mild chronic cystitis 
of the trigone and the vesical neck. The trouble yielded readily to a few appli- 
cations with mild nitrate of silver solutions. Dr. Gradle, who had watched his 
urine daily since then, saw me again in March, 1904, stating that for the preced- 
ing two weeks he was passing a few drops of clear blood following the urina- 
tion. The cystoscopic examination revealed a peculiar shaped formation forward 
and above the ureteral orifice on the left bladder wall. The mass was an irregu- 
lar oval, slightly elevated, sloping down to the perfectly normal bladder wall, 
with a very sharp line of demarcation. Its surface was smooth, pink in color, 
reflecting the light everywhere except at one extremity, where a small bleeding 
ulcer was situated. 
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Having seen all kinds of vesical neoplasms and other pathologic conditions, 
none of which corresponded with the present picture, and considering the clin- 
ical symptoms, I diagnosed the case as the early stage of a malignant growth, 
and advised Dr. Gradle to consult other expert cystoscopists. He was examined, 
in the presence of Dr. L. L. McArthur, by two specialists in this city, who, after 
having been acquainted with my diagnosis, pronounced the lesion a burn caused 
by my cystoscope lamp. I wish to say here that even if I had been clumsy 
enough to burn a bladder, after years of extensive cystoscopic work, such was out 
of the range of possibility in this case, because I used a so-called cold lamp, 
as Dr. Gradle, who held the lighted lamp in his hand, can corroborate. Dr. 
Belfield and Dr. L. L. McArthur saw the case in consultation with me three 
weeks after this episode, and by comparing the present size of the tumor with 
its appearance at the first and second examination, respectively, admitted it 
had grown considerably, and that there was no evidence of a burn. In a subse- 
quent examination, the two above-mentioned specialists pronounced the case as 
cystic cystitis, and still later on, when the tumor had grown to the size of a 
large walnut, at least one of them concluded it was a tumor. In August, 1904, 
Dr. Gradle was operated by Nitze in Berlin, who in a letter addressed to me 
shortly after the operation, corroborated my diagnosis of carcinoma and loca- 
tion of growth, and mailed me some microscopical specimens of it which we have 
here for inspection. There was no evidence of a burn or a resulting scar, as 
Nitze assured Dr. Gradle upon his inquiry. This case clearly demonstrates that 
even expert cystoscopists may sometimes have their difficulties in diagnosing a 
malignant vesical tumor, especially in the earlier stages. 

Dr. Henry Gradle:—The subject of bladder tumors is so entirely out of 
my own line of work that I would not discuss it were it not for the fact that 
I have been referred to as a patient, and perhaps it may be weil to speak of some 
of the subjective impressions one gets from undergoing this ordeal. 

My attention was called to the bladder by a slight terminal hematuria, in 
January, 1904, and within a short time after its appearance Dr. Kreiss] exam- 
ined me and found what seemed to him to be the beginning of an epithelioma on 
the left lateral wall. He described it to me as a flat, scarcely raised elevation, 
slightly ulcerated, and evidently the source of the hemorrhage. One year pre- 
viously a cystoscopic examination made by him on account of prostatic trouble 
had shown a normal bladder. I had no subjective symptoms except a slight 
hematuria. Whatever annoyance I had was due to a prostitis, which had existed 
previously, and there were no new symptoms at the time when the suspicious 
spot was discovered. Dr. Kreissl felt positive about the diagnosis, and spoke 
of the necessity of operation, but advised waiting a few weeks, as other practi- 
tioners might differ from him. Several other gentlemen took a keen interest 
in my case, and I wish to thank especially Drs. L. Schmidt and Belfield for their 
kind attentions. Both of these observers did not side at first with Dr. Kreissl. 
About six or eight weeks later they both admitted, however, that the appear- 
ances indicated malignancy with such great probability that an operation was 
advisable. Another genitourinary surgeon, generally considered an expert in 
Chicago, denied the diagnosis and called the lesion a burn made by the cystoscope. 
Later on, when all others agreed regarding its being an epithelioma, he still 
dissented and used every possible argument against operation, even if it were a 
tumor. When I saw there was so much hesitation as to the diagnosis in my 
case, I went to Nitze, who had had the largest experience of anyone in the world 
in this line. He found a tumor of the bladder about the size of a walnut, with 
such characteristic appearance that he had no hesitation at all in declaring it 
to be a carcinoma, and advised immediate operation. I would have much pre- 
ferred to have returned to the gentlemen who had taken care of me in Chicago; 
but I must confess I was alarmed by the rapid growth of the tumor, according 
to the descriptions I had had before leaving and those I got on being examined 
in Berlin, Furthermore, Nitze impressed me forcibly with the fact that his 
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experience was much larger than that of anybody else in the world, and that 
his mortality, although about 11 per cent., was smaller than the statistics of 
others. Operation was performed by Nitze in a radical manner, who excised a 
circle of about two inches in diameter of the bladder wall, and microscopic exam- 
ination left no doubt as to the character of the growth. As far as one could tell 
from the partial microscopic examination, there was no infiltration into any layer 
deeper than the mucosa. Anyone interested in the case can see the specimen 
under the microscope. 

I have nothing further to say, except to remark that the bladder was not 
sutured, as Nitze thought there was too much danger of hemorrhage. There was 
a good deal of continuous bleeding from the stitches, -and the wound was left 
open to granulate, and for a while the permanent catheter was introduced. My 
own convicition is that the permanent catheter, while not as disagreeable as 
one might imagine, is not necessary or even useful. The catheter was finally 
removed, and the large opening continued to cicatrize at the same rate as it was 
done while the catheter was in place. For a while a fistuia remained, and 
although I was strongly advised to reinsert the catheter, and was assured that 
the fistula would not close, still it did close in the end, mainly, I believe, on 
account of the pressure of a truss which I found necessary on account of a 
hernia. It has now remained closed eighteen months. It is nearly two and a 
half years since the operation, with no indications of any relapse. The bladder 
power has not increased in capacity within the last eighteen months. 

Dr. Victor J. Baccus asked Dr. Kolischer whether, in exposing a malignant 
tumor of the bladder, the peritoneum is dissected or stripped over it. He also 
inquired from what type of sepsis the patient died. 

Dr. Louis Greensfelder:—I have had the pleasure of seeing Dr. Kolischer 
operate on five cases of malignant tumor of the bladder. Having done a certain 
amount of bladder surgery, and having seen a number of other surgeons do this 
work, there are certain phases of Dr. Kolischer’s work which impressed me 
favorably. 


The first point was the stripping back of the perivesical fat and attaching the 
same to the peritoneum. In the cases I saw Dr. Kolischer operate on, the peri- 
toneum was stripped off the bladder, so that from that time on he did his work 
extraperitoneally. A large incision can, therefore, be made in these cases, as, for 
instances, in one case where a very large prostate was removed. In this case 
every step of the operation could be seen. Everything was within easy reach. 

In a case of large carcinoma, fully one-third or more of the bladder wall was 
excised. The incision was made suprapubically irrespective of the location of 
the tumor, and the portion of the bladder involved by the tumor was 
excised without cutting into the neoplasm, a procedure which has been 
condemned in other portions of the body, thus cutting into carcinoma- 
tous tissue, spilling carcinomatous juice, thereby causing implantation or 
infection. In these cases the entire bladder wound was closed by one or two 
layers of catgut, and the insertion of a cigarette drain. In stripping back the 
vesical fat and in anchoring the bladder to the fascia, or to the skin, we have 
practically a very small dead space left, and a cigarette drain introduced in such 
a place will drain. We may have a leakage of a few drops of urine, but, as a 
rule, that has not been so. Almost as soon as these patients came out of the 
anesthestic, they were ready to void urine without the use of a catheter. They 
were patients who could sit up soon after the operation. Another factor in the 
progress of general surgery, as well as in surgery of the bladder, is that gas 
anesthesia can be given an hour or more without usually postoperative results. 

Another feature I have observed from my own work is not to introduce a 
catheter postoperative in these cases. If a patient is unable to empty the blad- 
der, it is a simple thing in three or four hours to introduce the catheter to 
empty it, or to irrigate such a bladder. There can be no question that the mere 
presence of a catheter in the bladder acting as a foreign body produces the 
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tenesmus we have all seen. The bladder is continually irritated; there is trac- 
tion on the sutures, and in many cases there is leakage at the suture line. 

Another point that impressed me is that in order to do this work in malig- 
nant cases properly, it presupposes, first of all, that the use of the cystoscope is 
in competent hands. In all of the cases I have had the pleasure of witnessing, 
it has been possible for the operator to locate accurately the tumor before 
operation. If the operator said that the tumor was on the left side, in such and 
such a location of the trigone, it was always found there at the operation. It 
is difficult to locate small tumors of the bladder. I saw Dr. Kolischer remove 
a small tumor of the bladder, which was diagnosticated as carcinoma, from 
the exact location in which Dr. Kolischer expected to find it. 

So far as recurrence in such cases is concerned, if the patient we saw here this 
evening is free from hemorrhage and pain a number of years the patient has 
been undoubtedly benefited by the operative interference. 

As to resecting the glands in such cases, the risk incurred by so doing would 
be greater than the benefit derived from the operation, because it is by no means 
settled that these glandular enlargements are carcinomatous; they are just as 
often inflammatory. When you have enlarged glands that you can palpate, they 
are just as apt to be inflammatory as carcinomatous. 

Dr. Daniel N. Eisendrath:—The work which has been done in relation to 
cholecystectomy by the assistant of von Eiselsberg of Vienna, is interesting in 
this connection. He found that the entire gall bladder, or, at least, two-thirds 
of it could be resected, and yet at the end of three or four months a bladder 
would reform, which had a capacity of 600 c.c. He experimented with a number 
of animals in which the gall bladder was removed in its entirety, and yet within 
six months or a year after that time the same animals were killed and the stump 
of the cystic duct injected, and it was found that a gall bladder had reformed 
almost as large as the original one removed. So this is an analogy which has 
been proven in regard to another viscus. 

Dr. Kolischer (closing the discussion) :—Before replying to the remarks of 
the different speakers, I wish to say that Dr. Schmidt and I have worked hon- 
estly and faithfully together, and our work will be published jointly, and I can 
frankly say that there is absolutely nothing in which one man has had the 
advantage of the other. 

As to the remarks of Dr. Leusman, that in some cases we can not tell merely 
by cystoscopic examination whether a given tumor is certainly malignant, he 
is correct in his statement. But I think we covered this point already in our 
paper, by saying that a suspicious growth always has to be considered as a 
malignant tumor and has to be operated upon accordingly. There is another 
possibility: If an apparently benign tumor was removed by endovesical methods, 
and the microscopic examination of the specimen reveals signs of malignancy, 
the first operation has to be followed by appropriate resection through the 
suprapubic route. 

The statement that in the majority of cases it is impossible to determine 
by cystoscopic examination the benign or malignant nature of the tumor, can be 
very easily disposed of. Such a statement could only truthfully be made, if an 
author would have made numerous cystoscopic examinations of a great number 
of bladder tumors, and then would have removed all these tumors and compared 
his eystoscopic diagnosis with the findings of the microscopical examinations. 

Now, the only man who ever had this chance, and who actually did this 
work, was the late Nitze. Allow me to quote his statistics, published before the 
Thirty-fourth Congress of German Surgeons (1905). Nitze reports that among 
271 anatomically examined bladder tumors, there were 170 benign papillomata; 
furthermore, he reports as to the permanent results of endovesical operations 
70 per cent. permanent cures and 18 per cent, recurrences. 

I think we showed in our paper how sufficiently for practical purposes the 
differential diagnosis can be made by cystoscopic diagnosis, a view in which all 
experienced cystoscopists coincide. Weinrich, who for years was Nitze’s assist- 
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ant, says in his latest publication: “Ofter the possibility of such a cystoscopic 
diagnosis was doubted, but during the ten years of my assistantship to Nitze 
I very rarely saw my chief mistaken in this respect. . . . Certainly the mak- 
ing of such a diagnosis calls for a certain amount of practice, which, however, 
is not so very difficult to get.” How often so-called recurrences of papillomata 
are simply due to having overlooked at the time of the first operation a few 
smaller growths, was already mentioned. 

Dr. Belfield takes rather a pessimistic view of the situation; his opinion as 
coming from a man of his known scientific attainments and of his vast experi- 
ences certainly has weight. However, this much can be said in mitigating his 
views: There are two cases of bladder cancer on record that did not show any 
recurrence for more than twelve years after extirpation of the viscus. There 
are cases on record, in which recurrence did not occur before ten years, and 
Mikulicz, for instance, said that if he accomplished nothing else he certainly 
prolonged the life of patients, who were suffering from cancer of the bladder, 
for from two to three years. 

The question whether all or whether at least the majority of originally be- 
nign tumors of the bladder change in due course of time into malignant tumors 
is still sub judice among the pathologists. So I think it is reasonable to try 
as in malignant tumors in other organs to perfect our methods and be honest 
about the reports of the knowledge gleaned and of the results accomplished. 


CHICAGO OPHTHALMOLOGICAL SOCIETY. 
Meeting of Nov. 13, 1906. 
Dr. George F. Fiske, President. 


FISSURE IN THE MEMBRANE OF DESCEMET PROBABLY DUE TO HIGH MYOPIA. 


Dr. Casey A. Wood presented a girl of 10 whose mother had noticed “streaks 
running across the pupil.” Examination reveals numerous, deeply placed, nearly 


parallel, white lines coursing obliquely across the pupil area of the cornea, 
though nowhere spanning its entire width. When the eye is rotated under 
oblique illumination, these fine lines are seen to have a highly refractile double 
contour and resemble rods or threads of glass. No other alterations of the cornea 
are to be found and fluorescin does not stain the stroma. Myopia of 20 D. is 
present, and the cornea measures 1 mm. more in width than its fellow. The 
usual gross changes of myopia are to be seen in the fundus, and although the 
media are clear, vision is reduced to the counting of fingers at 10 cm.* 

Dr. E. V. L. Brown stated that Wintersteiner was the first to call attention 
to fractures of the membranes of Bowman and Descemet, holding that tears in 
Bowman’s membrane were more frequent than in Descemet’s. Reis denied: this 
relation and reported a series of 9 dehiscences in Descemet’s and none in Bow- 
man’s. Seefelder corroborated these figures, finding 4 tears in Descemet’s to 1 
in Bowman’s. 

Dr. Mortimer Frank called attention to the cuts of two cases recently pub- 
lished by Sidney Stevenson in The Ophthalmoscope. 

Dr. Casey Wood drew the attention of the society to the fact that of all 
the men who have written on this subject, about ten in number, from Winter- 
steiner, who first spoke of it in 1896, to Sidney Stevenson, the latter seems to 
be the only one who refers to the one factor constantly present in these cases— 
the distended globe, which seems to prove beyond peradventure that the trouble 
is purely a mechanical one and that the fine-drawn theories have no bearing at 
all. Descemet’s membrane merely gives way under the distension incident to the 
increased curvature of the cornea. 


CATARACT OF APPARENT SUDDEN DEVELOPMENT. 


Dr. Frank E. Brawley exhibited a boy, aged 22 years, who, four days before 
he applied for relief, had arisen one morning to find his left eye blind. Examina- 


——¥ Published in ertenso in the Ophthalmic Record, December, 1906. 
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tion showed the lens cataractous throughout and more densely so in sectors; a 
red reflex, but no fundus details were obtainable. There had been no pain or 
any other evidence of inflammation about the eye. The family history was nega- 
tive; there had been no syphilis, constipation or nasal trouble. The urine was 
negative. An attack of influenza had confined him to his bed for three weeks 
one year ago. Vision had slightly decreased since the blindness was first 
noticed, and the patient can now only count fingers at a half meter. The color 
fields are gone and the field for white has been reduced about 20 degrees. 


Dr. H. B. Young, Burlington, Iowa, stated that one must consider here the 
possibility of an indirect injury to the eye through an unrecognized fracture of 
the orbit. Some years ago he had seen a patient with both eyes so affected— 
from a bruise to the outer rim of the orbit received during a fall downstairs. A 
year later the one lens presented the appearance of an incompletely opaque 
senile cataract and the other that of juvenile cataract; vision had begun to fail 
two months after the injury, although there were no objective findings at that 
time. Dr. Young had recently been consulted in a medicolegal case in which the 
point at issue was whether or not an opacity at the posterior pole may so ma- 
ture as to warrant cataract operation within two months. 

Dr. Henry Gradle asked whether an examination was made under high 
mydriasis to see whether or not there were any changes in the periphery of the 
lens. He once saw a gentleman, aged 50, who claimed to have had a cataract 
for only a few days, with vision reduced to about 20/100; but he had an incipi- 
ent cataract in the other eye which took a normal course. He thought that in 
all probability the patient’s attention had been suddenly directed to a condition 
which had existed for some time. 

Dr. Casey Wood asked Dr. Brawley whether or not he noted the tension in 
the affected eye. 

Dr. Brawley stated that the fellow eye had been examined with dilatation ad 
maximum, but the lens and fundus were normal and vision 20/20; Jager 1 was 


read at 30 cm. The tension and pupillary reactions of the affected eye were 
normal, 


DEPOSIT OF LEAD IN THE CORNEA. 

Dr. William H. Wilder exhibited a patient, a lady, who, while walking 
through the fields about six weeks ago, had gotten something on her fingers 
and rubbed them against the eye, evidently abrading the cornea. She consulted 
a physician, who gave her a lotion. Immediately after using it the cornea became 
and has remained perfectly white; ciliary injection is considerable. Dr. Wilder 
thought it was a case of lead deposit in the substance of the cornea. A peculiar 
feature of the case is that while the epithelium did not reform over the abrasion, 
there was no tendency to deep ulceration. 


HEADACHE OF NASAL ORIGIN SHOWING OCULAR SYMPTOMS ONLY. 


FRANK E. BRawLey. 
CHICAGO. 

I shall try to-night to give you a résumé of some observations which I have 
been making during the past two years upon the origin of certain headaches, 
apparently ocular, but which resist all treatment directed toward the eyes. 

Taking as a basis, the dictum of Casey Wood, that all unilateral headaches 
are due entirely or in great part to causes other than those to be found in the 
eyes, I began to study the nasal conditions found in these patients. The result 
is that I have succeeded in establishing the existence of a condition which has 
a clear clinical picture, an almost specific method of diagnosis and a distinctly 
specific treatment. 

The clinical picture is as follows: There is a history of one or more severe 
attacks of “grippe” or protracted colds, or perhaps only the slight catarrh 
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which everyone is expected to have in this climate. The headaches are always 
unilateral in character when they first come on, although after an hour’s dura- 
tion they may become more general. The patient, and usually the physician, 
makes a diagnosis of neuralgia and that is quite correct, but does not get to the 
bottom of things sufficiently. These headaches have a way of coming on with 
some show of regularity and lasting for several hours and then ceasing. They 
may come on during the night, when ocular headaches, except from a distinct 
condition, such as iritis, never occur. If ‘the pain is severe it may be accom- 
panied by excessive formation of tears and blood-shot appearance of the eye on 
the same side with swelling of the upper eyelid and tenderness on pressure at 
the inner angle of the orbit or under the brow against the roof of the orbit, 
as compared with corresponding points of the opposite side. This condition has 
a way of appearing in attacks with intervals of complete relief during which 
the eyes may be used indefinitely. During attacks, however, it is almost impos- 
sible to read or look at anything near at hand, as the pain is tremendously in- 
creased thereby. There may be blurred vision, both for distance and for near. 
There is marked increase of pain upon stooping forward, as in picking up an 
article from the floor, and upon resuming the erect position dizziness is noticed. 
There is usually nausea, though seldom vomiting, and the patient says he “is 
sick all over.” While stooping, oftentimes the area of greatest pain can be out- 
lined by the patient, as it feels to him as though the area involved were being 
slowly pushed forward by a force from behind. Colds and menstrual period 
are often exciting causes. Jarring, as in riding on a train or from slamming a 
door, is almost unbearable. The pain is only partially controllable by sedatives. 
Excess in eating or drinking alcoholic beverages aggravates or may even bring 
on an attack. 

No particular nasa] history is to be obtained and often the patient objects 
to a nasal examination as useless, because he is quite sure his nose is normal. 

The point which suggested routine nasal examination was that the attacks 
were periodical and somewhat regular in time of origin and duration, beginning, 
for example, at 10 a. m. and ceasing about 2 p. m. This symptom is very char- 
acteristic of involvement of the nasal accessory sinuses, and so led me to examine 
them carefully in these cases. I found in nearly every case that there was a 
hypertrophied middle turbinate body or one which anatomically was closely 
applied to the lateral nasal wall. Now every change in temperature or humidity 
causes changes in the erectile tissue of these turbinate bodies, and so, when 
little space exists for this physiologic swelling, the hiatus semilunaris, which is 
a furrow-like continuation of the fronto-nasal duct, is obstructed, and free inter- 
change of air between the nose and the frontal and ethmoidal sinuses is pre- 
vented. 

The earache of catarrh of the Eustachian tube or acute otitis media is an 
analogous condition. The air is thus imprisoned in the sinuses and its oxygen 
is absorbed through its lining mucous membrane, thus creating a vacuum which 
brings about swelling of the lining membrane and irritation of the contained 
nerve-ending branches of the nasal branch of the first division of the fifth. This 
explains the cause of the neuralgia, and in facial neuralgias this factor should 
always be borne in mind in making the diagnosis. 

The patient should be seen during an attack, and cocain in 4 per cent. solu- 
tion and suprarenalin in 1-1,000 solution applied delicately to the anterior end 
of the middle turbinate body. Then this first application should be followed 
by others made under the turbinal and finally a curved wire applicator very 
thinly wound with cotton and saturated with the above solutions should be 
passed as far as possible into the fronto-nasal duct. This usually relieves the 
patient in ten or fifteen minutes, if thoroughly done, as it re-establishes the 
air circulation between sinus and nose and relieves the negative pressure. 
When this specific relief has been obtained, the indication is for removal of 
sufficient of the interfering turbinal to entirely free the exits of the frontal and 


ethmoidal cells. A punch forceps and snare will, as a rule, enable one to remove 
/ 
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in one piece the anterior quarter or third of the middle turbinal, and thus leave 
a clean-cut wound which quickly heals and permanently prevents a closure of 
these orifices. In a few cases applications of a 1 per cent. solution of iodin in 
glycerin about the middle turbinal relieved the condition. 

I have succeeded in bringing on a similar pain in my own nose by producing 
the negative pressure with a pump apparatus. In addition, I have studied this 
form of headache in my own case during about twenty attacks. These I had 
always attributed to my eye muscles. 


Regular meeting, Dec. 11, 1906. 


Dr. George F. Fiske, president, in the chair. 

Dr. G. F. Suker:—Ptosis sympathica in a young child, marked by incomplete 
paralysis of the levator and flushing of the lid-skin; the globe small and of 
minus tension with no disturbance of motility. 

Dr. A. E. Bulson, Jr. (Ft. Wayne, Ind.) :—“Further Report on the Suc- 
cessful Use of Tuberculin in a Case of Iritis Tuberculosa.” Both the local and 
general diagnostic tuberculin reaction were obtained early in the case, and six or 
seven reddish-brown iris-nodules have disappeared under tuberculin treatment, 
although the cornea is still hazy. Mixed antisyphilitic treatment had had no 
effect. Dr. Bulson has under observation a corneal ulcer which he thinks was 
induced by tuberculin used for diagnosis of a tubercular laryngitis. He is, 
however, a believer in the use of large diagnostic doses when small doses give 
no results. 

Dr. R. Rembe (by invitation):—“A Case of Cysticercus of the Anterior 
Chamber.” E. B., aged 7, presented a translucent, spherical tumor lying on 
the infero-mesial surface of the right iris between axes 255 degrees and 15 de- 
grees, measuring about 3 mm. across and almost completely filling out this 
quadrant of the chamber. Distinct motion was observed by Dr. Rembe in the 
long axis of the mass before atropin was used to combat the slight iritis. The 
mass was removed by a forceps through a corneal incision. Additional circum- 
stantial evidence that the tumor was removed by a forceps through a corneal 
incision. Additional circumstantial evidence that the tumor was a cysticercus 
is furnished by the facts that (1) the boy lives in a small colony of about 900 
Westphalian Germans near Chicago who eat quantities of uncooked pork in 
the shape of Westphalian sausage; (2) the local physician has treated 20 cases 
of tapeworm ainong these people within the year; (3)-the community subsists 
almost entirely on vegetable or truck gardening, and all human fecal matter is 
used for fertilizer; and (4) the boy states that he often pulls up radishes and 
other vegetables by the roots, eating them after barely wiping off the dirt with 
his hands. 

Drs. W. E. Gamble and E. V. L. Brown: “Further Report on the Case of 
Iritis Tuberculosis as Diagnosed and Treated by Koch’s Tuberculin.” One and 
three-fourths years of quiescence and unimpaired function have followed the 
six months’ treatment which had resulted in the complete disappearance of two 
large tubercular iris-nodes; these had given repeated typical local reactions to 
tuberculin after failure of antisyphilitic treatment. The patient has gained 16 
pounds. 

Dr. W. H. Wilder:—“Tuberculosis of the Cornea.” Case 1. Miss A. A deep 
central keratitis of the left eye responded promptly to ordinary treatment; 
six months later the lower part of the right cornea was attacked by a similar 
process and the keratitis soon complicated by the development of five or six 
small nodes in the adjacent iris. The disease progressed during the succeeding 
three weeks, despite doses of KI, increased to 50 grs. t.id.; 5 mg. of the old 
tuberculin gave a general reaction, though no certain local reaction could be 
identified because of the very marked ciliary injection, already present; however, 
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the quiet fellow-eye gave a local reaction and tuberculous keratitis was diag- 
nosed. Three months’ use of the old tuberculin, beginning with a dose of 0.018 
mg. and gradually increasing to 18 mg., resulted in a perfectly cleared cornea 
and 20/20 vision. Case 2. C. Y., aged 47. An infiltration of the middle layers 
of the cornea bordered by strie radiating between the adjacent lamelle had ex- 
tended from the lateral quadrant to the central portion, with restoration of an 
epithelial defect. A diagnostic dose of 5 mg. of the old tuberculin gave a general 
but no local reaction. New tuberculin was then used therapeutically for seven 
months, beginning with 0.0018 mg., and increasing to 128 mg., with the result 
that good vision was restored; considerable opacity of the cornea remained. 

Dr. Wilder exhibited 2 further cases, one of probably uveitis, hyalitis and 
cataract, and one of long standing “serous” iritis, both of which had given the 
general and local reaction. Dr. Wilder believes there is ample justification for 
doubt that general febrile and local reaction mean tuberculosis of the part. 

Dr. H. B. Young, Burlington, Iowa:—“Tuberculin Injections in a Case of 
Retinitis, Probably Due to Cerebellar Tumor.” A child of 10 developed an 
almost typical albuminuric retinitis during the course of the profound general 
disturbance; the latter greatly improved under four months’ treatment with 1 
mg. injections of the old tuberculin. 

Dr. W. A. Evans (by invitation) :—From his extended experience, Dr. Evans 
is firmly convinced of the reliability, safety and absolute necessity for the diag- 
nostic use of tuberculin. He employs 5 or 10 mg. dose of old tuberculin after a 
week or so of careful study of the pulse rate and temperature four times a 
day; he gives the injection late at night that the period of greatest local and 
general reaction will occur during the following day time. 

E. V. L. Brown, Secretary. 


CHICAGO LARYNGOLOGICAL AND OTOLOGICAL SOCIETY. 


A regular meeting was held Oct. 16, 1906, with the President, Dr. Otto T. 
Freer in the chair. 


Dr. Otto T. Freer reported a “Case of Sarcoma of the Pharynx.” 


LYMPHOSARCOMA OF THE PHARYNX, LIMITING THE MOTIONS OF THE 
JAWS AND AXIS BY INVADING THE PREVERTEBRAL AND 
PTERYGOMANDIBULAR SPACES. 


Orto T. Freer, M.D. 
CHICAGO. 


History.—The patient was well until December, 1904. At this time he began 
to snore in his sleep and to have graduallly increasing difficulty in breathing 
through his nose, so that in the course of some weeks he had to keep his mouth 
open at all times to breathe. His voice also at this time acquired the dead 
quality of obstructed nasal respiration and he gradually became somewhat deaf. 
He was first seen at the Chicago Policlinic on Sept. 5, 1905. Posterior rhinoscopy 
at this time showed a pink growth with smooth surface arising from the vault 
of the pharynx and reaching downward until it almost rested upon the soft pal- 
ate. Anterior rhinoscopy showed the nares to be clear. His hearing for the watch 
at this time was two inches for the right and three inches for the left ear. In 
spite of the suspiciously rapid development of this mass at a period of life when 
adenoid growths usually atrophy, its gross appearance so closely resembled that 
of a hypertrophied pharyngeal tonsil that it was deemed such and thoroughly re- 
moved with the pernasal forceps through the nose, perfect nasal respiration being 
established. The amount of tissue excised was great. Histologic examination 
of a microtome section of the excised growth showed nothing that could not 
accord with the diagnosis of a large fibrous hypertrophy of the pharyngeal tonsil. 

Shortly after the operation the patient was lost from observation and was 
not seen again until Sept. 1, 1906, when he stated that nasal breathing had re- 
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mained perfect until two months after the operation, when the snoring and nasal 
obstruction reappeared, but never became as marked as before it. The removal 
of the growth was followed by a discharge from the left ear, which has existed 
ever since. There was no improvement in the deafness at any time. Since the 
operation he has had occasional nosebleed occurring about once in two weeks, the 
blood in some of these attacks flowing down behind the palate. In the few 
months preceding his second visit to the clinic he declined rapidly in strength 
and weight, and had headache with vomiting in the morning at times. In July 
he began to notice difficulty in opening his jaws and in swallowing, symptoms 
which have persisted with increasing intensity ever since. 

The record of the examination of the patient to October 1 is as follows: In- 
spection of the oropharynx shows a bulging downward of the soft palate, evi- 
dently due to a mass resting upon it above. The posterior wall of the pharynx 
also bulges in a forward direction, so that it nearly reaches the velum palati, 
making posterior rhinoscopy impossible. Exposure of the parts behind the soft 
palate by raising it with a palate hook shows a portion of a soft pink, nodular 
tumor to the right of the median line, which extends out of sight up into the 
nasopharynx. The jaws can only be opened part of the way, being suddenly 
checked by a resistance when the incisors are five-eighths of an inch apart. The 
lateral motions of the jaw are also nearly arrested in both directions. Rotation 
of the head in the atlo-axoid joint is only possible to a slight degree, the head 
being turned by twisting the entire neck. Nutation is free. In order to palpate 
the naso-pharynx the patient’s jaws had to be pried open with a gag, causing 
him some pain. The finger in the naso-pharynx feels a soft tumor nearly filling 
the post-nasal space and occupying the usual situation of an adenoid growth. 
Palpation of the posterior pharyngeal wall shows it to be carried forward by a 
soft elastic mass which bleeds freely when touched. The tumor can be indis- 
tinctly seen through the right naris in front, but it does not enter the nasal 
fosse, which are free. The pulse is rapid, 120 to 130 beats to the minute, and 
this frequency has been constantly found whenever the pulse was noted during 
the past month. The temperature when taken has been found to vary between 
normal and 100 degrees Fahrenheit. The pupils react normally to light and 
accommodation. The cardiac and pulmonary physical signs are normal, with the 
exception of persistent tachycardia unaccompanied by demonstrable cardiac dila- 
tation. 

Laryngoscopy is imperfect because the smooth bulging of the posterior phar- 
yngeal wall prevents carrying the mirror far enough back for a good view into 
the larynx and the hindrance to the opening of the jaws adds to the difficulty. 
The motions of the left vocal cord may be faintly seen, while the right one is 
hidden by the epiglottis. An enlarged gland of the size of an almond may be 
felt at the angle of the jaw on the right side. The retro-maxillary regions are 
partly filled out by an indistinct swelling. 

Vision is perfect, as proven by test types. There is no flushing of the integu- 
ment of the ears and no salivation. Swallowing is somewhat difficult, the patient 
saying that he has to accompany the act with the inspiration of air, in order to 
make solid food go down. He drinks without trouble. The patient speaks with 
a voice characteristic of post-nasal obstruction. 

Examination of the ears shows the right membrana tympani intact, but re- 
tracted, the light reflex being present. The membrana tympani of the left ear 
is destroyed, the malleus being seen above as a granulating stump. There is a 
purulent discharge from the left ear. Re-examination of the patient on October 
9 showed that the lateral motions of the lower jaw had become free again. 

Beginning on September 7, injections of adrenalin, 1 to 1,000, following the 
suggestion of Dr. John E, Rhodes,’ were made three times a week for two weeks 
into the lower tumor where it was visible through the right naris, and upon 
lifting the soft palate. The total amount injected each time was from 10 to 15 


1. Dr. John Edwin Rhodes, Transactions American Laryngological Assoc., Jour of the 
Amer. Med. Assoc., p. 430, Aug. 11, 1906. 
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minims. Because of the feeble general state cf the patient and spells of giddi- 
ness which followed the injections, they have been temporarily suspended. The 
fact that the tumor has not grown during the past month and that the lateral 
motion of the jaw has returned may be due to the influence of adrenalin. 

While, as mentioned, there was nothing typical of a sarcoma in the microtome 
sections made from the original growth in September, 1905, those maWde from the 
recurrence on the posterior pharyngeal wall a year later show tissue character- 
istic of a large-celled lymphosarcoma. There are some unusual features in the 
history of this case that make it more interesting than that of the average 
pharyngeal sarcoma. 

While the latter, especially when of the large-celled type, though not as well 
defined as a benign tumor, is nevertheless apt to remain fairly circumscribed, 
and though growing into the tissues projects mainly from the surface, the 
tumor presented by this patient has a diffuse growth and infiltrates the deeper 
parts out of proportion to its very moderate encroachment upon the cavity of 
the pharynx. This infiltrative character of the tumor did not show itself until 
its return after removal a year ago, as the first appearance of the neoplasm, as 
described, deceptively resembled a large adenoid growth, had an entirely super- 
ficial character and occupied the site of the pharyngeal tonsil. On its recurrence 
the morbid growth not only reproduced in part the tumor in the naso-pharynx, 
but directed its growth into the posterior pharyngeal wall, in this respect also 
occupying a region favored by outlying portions of adenoid vegetations. The 
character of the tumor had, however, changed and instead of confining itself to 
the mucosa, as does a lymphoid hypertrophy, it entered beneath it deeply into 
the submucous and muscular tissues behind and at the sides of the pharynx. 
The depth to which it infiltrates this region is shown by the patient’s inability 
to rotate his head freely, to open his jaws more than half-way, and by the ful- 
ness in the hollow behind the ramus of the jaw. 

The limited rotation of the head is evidence of the penetration of the tumor 
to the vertebral column and is due to interference with the motions of the 
atlo-axoid joint, possibly caused by infiltration by neoplastic elements of the 
anterior longitudinal ligament of the cervical vertebre and anterior occipito- 
atloid ligament, and anterior atlo-axoid ligament. Interference with the func- 
tions of the rectus anticus major and minor muscles may also help to prevent 
the free turning of the head. Instead of rotating his head in the normal 
manner by motions upon the axis, the patient twists his whole neck around when 
he turns his head, bringing all of his cervical vertebral column into play to take 
the place of the rigid atlo-axoid joint, and using the sterno-cleido-mastoid mus- 
cles, which ordinarily do not contract when the head is rotated. 

The difficulty in opening the jaw was caused by invasion by the growth of the 
raphé between the superior constrictor of the pharynx and the buccinator mus- 
cles, and by the mechanical interference by the tumor with this tendinous band. 
which extends between the pterygoid process and the lower jaw. Palpation 
shows the tension on this raphé when the jaw is opened. The inability to open 
the jaws is also in part due to infiltration by the tumor of the internal ptery- 
goid muscles, or inflammatory processes excited in them by its presence as it fills 
the pterygo-mandibular fosse in which these muscles lie, external to the superior 
constrictor of the pharynx. An inability to open the jaw is not infrequently 
seen in carcinoma of the tonsil, palate or tongue, but is then usually due to a 
different cause, namely, the infiltration by carcinomatous tissue of the mucous 
membrane fold which passes from the sphenomaxillary fossa in the region of the 
hamular process to the angle of the lower jaw, and is called by Mikulicz the 
intermaxillary fold. This fold is intact in the case presented, but the infiltra- 
tion involves the internal pterygoid muscles immediately behind it. 

The temporary inability to move the jaw laterally was probably due to transi- 
tory myositis and rigidity of the external pterygoid muscles caused by the irri- 
tating mechanical presence of the tumor in the pterygo-mandibular fossa. A 
number of cases of inability to open the jaw from affections of its muscles, espe- 
cially of the masseter and temporal muscles, are reported, the cause, however, 
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being interstitial myositis unconnected with a tumor. The patient’s difficulty in 
swallowing solid food can be accounted for by interstitial invasion of the superior 
constrictor of the pharynx by the growth, for the latter does not obstruct the 
cavity of the pharynx enough to interfere especially with deglutition, although it 
somewhat overhangs the larynx. 

For the symptom of constant and unvarying tachycardia presented by the 
patient, I have found no explanation. It is not likely that it is due to pressure 
of the tumor upon the superior cervical ganglion of the sympathetic nerve, 
which lies in the region invaded by the tumor behind the superior constrictor at 
about the level of the hard palate, for authorities agree that this ganglion fur- 
nishes no fibers to the accelerator nerve of the heart. Stimulation of the superior 
cervical ganglion mechanically would produce pallor of the side of the face in- 
volved, salivation and dilatation of the pupil. Suppression of its function would 
produce myosis and flushing of the skin of the ear on the affected side. None 
of these phenomena are present and the pupillary reflex is normal, so that the 
classical evidences of interference with the cervical sympathetic by the tumor 
are absent. The tachycardia can not be explained on the ground of vagus paral- 
ysis, for if this were its cause there would be paralysis of the vocal cords, or at 
least posticus paralysis due to interference with the function of the- recurrent 
laryngeal nerves; which at this level are contained in the vagus trunks. The 
diffuse and deep nature of the tumor makes it obviously inoperable, and there- 
fore it seems proper to resume the injections of adrenalin or to adopt some other 
palliative treatment. 

The histologic nature of the neoplasm is in accord with its location, for its 
development has occurred in regions normally subject to hypertrophies of lymph- 
oid tissue, the region of the pharyngeal tonsil and its outlying collections of 
lymphatic follicles upon the posterior pharyngeal wall, only in this instance 
instead of producing a benign hypertrophy the lymphoid cells have acquired a 
malignant tendency and penetrate the normal tissues. They may be seen col- 
lected in aggregations of large cells of a typically lymphoid appearance, these 
collections being contained in a wide-meshed connective tissue reticulum, showing 
typical spindle cells in places. The lymphoid cells possess each a number of 
processes. 

In conclusion I return thanks to Dr. John Gordon Wilson, of the department of 
anatomy of the University of Chicago for his valuable advice concerning the 
anatomical points involved, and to Dr. S. A. Mathews, of the department of 
pharmacology of the University of Chicago, for suggestions and assistance in 
looking up the physiologic questions. 

DISCUSSION, 


Dr. John Gordon Wilson:—After the very full and instructive report made 
by Dr. Freer, little remains to be added. Yet there are one or two points in the 
paper that I wish to emphasize. First, in regard to the swallowing. The boy 
swallows liquids easily, but solids with difficulty. This accords with the position 
of the tumor. As you are aware, the physiological act of swallowing liquids in- 
volves the “force-pump” action of the anterior muscles of the tongue, the 
stvyloglossus, the mylohyoid, and the hyoglossus. These lie anterior to the tumor 
and are not affected. The pharynx and the esophagus are not actively engaged 
in the swallowing of liquids, and along these passages liquids pass very rapidly. 
This is seen when a child swallows a corrosive poison; the charring action is 
observed, not in the pharynx or esophagus, but on the mucous membrane of the 
tongue, anterior to the pillars of the fauces, and at the cardiac orifice of the 
stomach. The physiological act involved in swallowing solids is different from 
this. The solids are grasped during the second act of deglutition by the muscles 
of the soft palate, by the pharyngeal muscles, and by the esophageal muscles. 
Therefore, the localization of the tumor easily explains why the boy can so 
painlessly swallow liquids, and yet have difficulty in swallowing solids. 

With all Dr. Freer has said in regard to the inability to open the mouth, I 
quite agree. I would add but one other point: The mouth is opened by the 
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depressors of the jaw. But at the same time there is an inhibition of the muscles 
that close the jaw. In this case I suspect that we have to do with irritation of 
some of the elevators of the mandible, e. g., the internal pterygoid muscles, result- 
ing in deficient inhibition as well as stiffening of muscles. 

Among the many outstanding features in this case, the persistent rapidity of 
the heart is not the least interesting. In a case such as this, one can only, and 
may with advantage, theorize in regard to the probable cause. Dr. Freer has 
discussed among others a possible relation to stimulation of the sympathetic or 
to paralysis of the vagus. I cannot agree with Dr. Freer that acceleration of 
the heart beat comes only from stimulation of the sympathetic at the lower 
cervical ganglion, though that is the usual text-book account. I think he will 
find that cases have been recorded in which stimulation of the sympathetic nerve 
in the neck has produced acceleration of the heart. But the sympathetic is evi- 
dently not involved in this case. The absence of eye symptoms seems sufficient 
to prove this, unless one were to assume a selective action of the tumor on the 
sympathetic nerve fibers or pressure of a gland on the accelerating fibers. 

Involvement of the vagus would also result in acceleration, but as Dr. Freer 
has pointed out, many arguments speak against this hypothesis. Those which 
occur most readily to us are (1) non-involvement of the recurrent laryngeal, and 
(2) to get such a persistent rapidity in animals implication of both nerve trunks 
is required. With some bearing on the latter of these objections, one noted on ex- 
amining the pulse to-night how little variation occurs in its rate during sleep and 
slow respiration, as compared with the normal pulse. Whether this was tempo- 
rary or is a persistent phenomenon would require more careful looking into than 
we could give at this meeting. 

Dr. J. Holinger:—I would like to ask Dr. Freer whether he can tell us why so 
much more has been published in this country about sarcoma of the pharynx than 
in other countries? Mikulicz gives that fact prominence in his publication in 
Heymann’s hand-book. 

Dr. J. E. Stubbs:—I would like to ask Dr. Freer why he used adrenalin, and 
whether he has considered the erysipelas toxins? Have they ever been used in a 
ease such as this one? 

Dr. Edwin Pynchon:—I have been particularly interested in this paper, as I 
recently had under treatment a case quite similar, a man about 47 years of age, 
where the tumor had only been noticed for about six months. There was par- 
ticular involvement of the submaxillary glands, but this was at first supposed to 
be an ordinary enlargement. There was the same difficulty in turning the head, 
the same acceleration of the pulse, and the same general weakness. I had Dr. 
Rhodes see this case with me, and acting on his suggestion I used adrenalin. 
Its use generally produced faintness after injections, particularly the first. The 
temperature was nearly normal, but the pulse beat ran up to 140 at times. I 
removed portions of the growth by igni puncture, and there was absolutely no 
reaction. I am inclined to believe had the patient been stronger that it might 
have been possible to entirely destroy the growth in that way. Examination 
showed the tumor to be a carcinoma. 

Dr. Joseph C. Beck:—About two months ago, in the Internat. Centralblatt der 
Orenheilkunde, Bayer published a number of experiments with the use of 
adrenalin on animals. After the injection of very small amounts of adrenalin he 
noticed a change, an atheromatous condition, in the large vessels, and also in the 
coronary artery. Might there not be something of that kind going on in the vas- 
cular supply of the heart, and account for the action of the nerve plexus supply- 
ing the-heart, and thus causing the tachycardia? I would like to ask Dr. Freer 
whether the tachycardia existed before he used the adrenalin? 

I also wish to sound a note of warning. Three weeks ago I saw a patient in 
the hospital who had a normal temperature, but a very rapid heart, following an 
appendectomy. I suggested adrenalin to reduce the heart action. I injected 
ten drops of a 1/1,000 solution, and repeated the dose in half an hour. The pulse 
showed quite markedly, so much so that stimulants had to be used. The slow- 
ness of the heart persisted for about three days. 
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In regard to the immobility of the jaw, I have in mind three cases of retro- 
maxillary sarcoma in which that symptom was quite marked. The tumor in those 
cases was lodged in the spheno-maxillary fossa. The a-ray might be suggested in 
the treatment of these cases. 

Dr. 8. A. Friedberg:—-Might it not be possible that this increased heart beat 
could be due to secondary anemia, or to the absorption of toxic products from the 
growth itself? 

Dr. Freer (closing the discussion) :—I spent much time in looking up a pos- 
sible connection between the superior cervical ganglion and the accelerator nerves 
of the heart, but found no mention of such a relation in such books and writings 
as I reviewed. The literature on the physiology of the nervous system is, how- 
ever, so vast that perhaps a still further search might have divulged some in- 
formation. 

Dr. Holinger’s reference to a possibly greater frequency of sarcoma of the 
pharynx in America than in Europe is interesting. It would of course take 
elaborate compilation of cases from the literature to prove the point. 

Dr. Stubbs asked concerning accounts of the employment of the toxins of 
erysipelas toxins in cases of pharyngeal sarcoma. I found no reference to their 
use in this particular class of cases in the literature I reviewed. The method of 
treating sarcoma with erysipelas toxins has been on trial for many years now and 
had it proven at all reliable it would surely by this time be the standard treat- 
ment of the disease. Instead of this it seems to be falling into disuse. I am glad 
that Dr. Stubbs has made the discussion more complete by referring to it. 

Dr. Pynchon’s experience of faintness after the injection of adrenalin agrees 
with mine in this case. 

Dr. Beck suggested that the adrenalin might have caused the increased fre- 
quency of the pulse. This is not the case, however, for the rapid action of the 
heart existed before its use. I am aware of the experimental production of arterio- 
sclerosis with adrenalin injections, but according to Dr. Rhodes’ very complete 
review of the subject the dose employed in this case was far below that likely to 
produce this state. 

Dr. Friedberg has asked the theoretical reasons for the reported effect of 
adrenalin in producing shrinkage of some sarcomata. I am not aware that 
histologic examinations of such tumors during the process of reduction have been 
made. The ready tendency to degeneration and absorption of certain types of 
sarcoma under conditions interfering with their nutrition is well known, and pos- 
sibly in some such way, perhaps by limiting the blood supply, adrenalin has led to 
reduction of the neoplasm in the successful cases reported. Certainly in my case 
the drug has had no evident effect, but this may be due to the diffuse nature of 
the growth. 

Dr. Wilson’s contention that after all the tachycardia may be due to some in- 
hibition of the control of the heart by the vagus nerves seems reasonable, for 
it may be, as he suggests, that there has been a selective interference with the 
function of those fibers of these nerves which slow the action of the heart. I ap- 
preciate the superiority of Dr. Wilson’s knowledge in regard to the anatomical 
questions involved in this case. 


Dr. Joseph C. Beck exhibited a case showing “The Result of Anastomosis Be- 
tween the Facial and Hypoglossal Nerves.” 


CASE 1, PAPILLOMA OF THE LARYNX IN A CHILD. 

Theresa A., 5% years old; hoarseness for about six months, which 
is gradually increasing. An embarrassment in respiration, particularly 
inspiration. The last three weeks this latter condition getting rapidly 
worse, so that at the time of presentation the child breathes very hard and 
labored, getting blue and perspiring, especially when sleeping. There is no 
history of any inflammatory condition or infectious disease previous to the 
development of this condition; no history of lues, tuberculosis or malignancy in 
family, and no signs about the child of anything suggestive of such conditions. 
She is one of thirteen healthy living children. 
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Examination.—A fairly well-nourished child, with negative findings in the 
nose, naso-pharynx and oropharynx. Laryngeal examination was almost impos- 
sible, but by the Kirchstein method one can see an infantile appearing epiglottis 
and some kind of an irregular growth closing the rima glottis. No marked 
inflammatory signs surrounding this condition. The a-ray reveals nothing, and 
the chest examination, as well as the rest of the body, blood, urinalysis, negative. 
Three days and nights’ constant observation at the hospital show the condition 
of choking rapidly increasing, and this demands some kind of interference. 

Having in mind the probable diagnosis of a papilloma of the larynx, and 
having looked up literature on the subject, I came to the conclusion that it 
would be best to do a tracheotomy and observe the patient. This was done about 
four and one-half months ago, with the result of complete cessation of the ob- 
structive symptoms and an uneventful recovery from the tracheotomy. 

It has been stated positively by several writers, particularly L. N. McCreery 
(Laryngoscope, June, 1906), also Wilson and J. Payson Clark, that the simple 
procedure of tracheotomy sufficed to bring about a disappearance of this patho- 
logical condition, and upon these authoritative statements I expected similar 
results. I am therefore very happy to state that this growth is rapidly diminish- 
ing, and I wish to show it at this time in order that at a future period, when 
a complete cure has been established, we might be better able to judge than if 
I were to show the case when absolutely cured. 

I would be very happy if some gentleman, who may have had similar experi- 
ences, would state as to the length of time the tracheotomy tube may be left in 
place, for it certainly causes a certain amount of irritation which is bound to 
cause a stricture of the trachea. 


CASE 2. FACIAL HYPOGLOSSAL ANASTOMOSIS. 


Miss H., whom I presented to you last May, and reported her case in full in 
the Laryngoscope (August 1906), owing to the unusual pathological condition 
of the temporal bone, I again present this evening, to show the result of a neuro- 
plastic operation for the cure of a facial paralysis which resulted from the abso- 
lute necessity of removing all the necrotic bone involving the labyrinth. She is 
completely relieved of all her labyrinthian symptoms and severe headaches from 
which she suffered greatly before her first operation. Since I destroyed so much 
of the continuity of the nerve, I did not expect any regeneration of the facial 
nerve, consequently did not wait any longer than six months to do this plastic 
operation. It is now four and one-half months since this last procedure. 

Technic of Operation.—Usual preparation, general and local. 

Instruments.—Knives, artery forceps, Allport’s retractors, Kocher’s director 
and simple grooved director, anatomical forceps, tissue forceps, four strabismus 
hooks, two lid retractors, one slender curved scissors (enucleation), one b)unt- 
pointed slender knife, fine round-edged needles, fine silk, needle holder, large 
needles for skin and other suture material. 

Operation.—1. Incision, retroauricular from about the middle of the auricle 
downward and forward along the anterior border of the sterno-cleido-mastoid 
for about four inches. 

. Dissect up the skin and subcutaneous tissues. 

. Bluntly to the posterior border of the parotid gland. 

. Locate entrance of facial nerve into the gland. 

Dissect nerves back to stylo-mastoid foramen. 

. Locate internal jugular vein under anterior border of the sterno-mastoid 
muscle. 

7. Locate posterior belly of digastric muscle, loosen this up and retract 
upward. 

8. Loosen interior jugular vein and retract anteriorly. 

9. So expose the hypoglossal nerve. It appears here in its forward course. 

10. Follow it toward the tongue to be sure. 

11. Remove all the sheath covering it at its nearest point to the facial. 
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12. Place sponge dipped in normal salt solution over this area and attend to 
the facial nerve. 

13. Grasp the facial nerve and use gentle traction, as though you wished to 
pull it from the stylo-mastoid canal. 

14. With the curved slender scissors or blunt-pointed knife cut the nerve as 
high as possible in the canal. 

15. Trim up this cut end into a sort of a point, so that the axis cylinders 
protrude from the nerve sheath. 

16. Apply ligatures, principally through the sheath, two in number, through 
this pointed nerve end. 

17. Make a small longitudinal slit, one-quarter inch long, into the hypoglossal 
nerve sheath at the point where the facial nerve stump will fit in without any 
tension. 

18. Separate the lips of this slit in the hypoglossal by means of a tissue 
forceps, and implant the facial nerve stump into it in such a manner that it is 
turned upward to meet the central fibers of the hypoglossal, or, rather, to get 
the stimuli that come directly from the brain. 

19. Suture the facial nerve stump t6 the sheath of the hypoglossal, using 
very little tension on the sutures, because strangulation is liable to follow. 

20. One suture of the perineural areolar tissue of the hypoglossal is made 
over this anastomosis. 

21. Reapplication of the structures to their normal positions. 

22. Close the skin wound without drainage. 

The above steps were carried out within one hour and twelve minutes, in- 
cluding the anesthesia (nitrous oxid, followed by ether). I was kindly assisted 
by Dr. M. A. Goldstein of St. Louis, Dr. Flemming of Los Angeles, and Dr. 
Owen of Chicago. 

Primary contraction and reaction of the paralyzed side of the face followed 
the first twenty-four to thirty-six hours, but disappeared afterward. Otherwise 
primary union and normal recovery took place, except a partial paralysis of the 
tongue and some little difficulty in swallowing. 

” No improvement could be seen for several weeks as to the motion of the 
face. The patient declared as early as the third week that she felt that side of 
the face getting stronger and food did not lodge in the inner side of her cheeks 
as often as before. The seventh week 1 found some contraction of the lower 
lip, a distinct crease, very similar to the normal condition. Three and one-half 
months after the operation patient noticed while swallowing that the face moved 
on the paralyzed side, and since then has acquired the habit of controlling this 
movement, and somewhat disassociating it, so that she may either contract the 
face when swallowing or swallow without contraction. The muscles of the eyelid 
and forehead have not yet recovered very much, although somewhat improved. 
One would not recognize the facial paralysis of this patient unless she were 
asked to close the eye or laugh. General tonics of strychnia and iron, exercises, 
massage and electricity have been continued constantly three to four times a week. 

Gentlemen, I hope I may be pardoned for presenting this case before an entire 
cure has been effected, but I shall present her with another similar case at some 
future time, when I read a paper on the subject. Suffice it to say at this time, 
that quite a number of cases are on record of neural plastic operations of the 
facial nerve, and that at the present time the hypoglossal is chosen in preference 
to the spinal accessory or glosso-pharyngeal nerves. Stewart and Ballance, Tay- 
lor and Clark, Cushing and Fouret are the principal writers on the subject, and 
they all report successful results. 

DISCUSSION. 

Dr. John Gordon Wilson:—This is certainly one of the best results I have seen 
of hypoglossal and facial anastomosis. ‘The cases which one sees most often are 
anastomosis of the facial and spinal accessory. Nerve anastomosis is a most 
interesting problem, and if one were to get good results in all cases of this kind 
one would be more inclined to make a more radical cleaning out of the diseased 
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area in mastoid disease. As you are aware that there are two nerves to which 
the facial has been sutured, the spinal accessory and the hypoglossal. Dr. Beck 
chose the latter. It might well be asked, What are the relative advantages of 
these two methods of procedure? The disadvantage of all such operations has 
been the lack of cojrdinate movements of the muscles primarily supplied by the 
two nerves; thus a contraction of the trapezius becomes associated with a facial 
spasm. Now it has been urged that as there is a closer association of the cor- 
tical centers for the face and tongue (seven to twelve nerves), as well as a 
closer proximity of these centers in the bulb, therefore a re-education of these 
centers to correct non-cojrdination will be more easily affected than with the 
further removed centers of the spinal accessory and the facial. 

In favor of the spinal accessory, there is the facility with which it can be 
reached and the ease with which it can be sutured to the facial. It would be 
out of place now to discuss the relative merits of the two operations. So much 
depends on an intelligent after-treatment, recognizing that the systematic appli- 
cation of an electrical current is but a small part of the “re-education” that has 
to be done. I am still inclined to believe that a careful separation of nerve 
bundles for some slight distance previous to suturing assists here, as I have 
found it do elsewhere. If this be so, we will probably return to the anastomosis 
of the seventh and spinal accessory. 

On account of the many interesting points which center round the subject of 
nerve anastomosis, we are especially indebted to Dr. Beck for presenting the 
case at this stage, and I trust that we may see it from time to time, in order to 
watch its progress. 

Dr. Beck (closing the discussion) :—So far as splitting of the nerve is con- 
cerned, that is what I tried to avoid, because if the fibers are cut, paralysis 
is bound to result. In those cases where the spinal accessory is sutured to the 
facial, end to end, there has been permanent paralysis of the shoulder, and this 
is not without embarrassment. 


As far as the dressing is concerned, the patient was put in a plaster cast, 
and was kept in one position during the time the suture was allowed to remain 
in the wound. There was no trouble after the operation except a little difficulty 
in swallowing, which lasted for twenty-four hours. A silk suture was placed in 
the nerve and allowed to remain there. 


Dr. J. Holinger read a paper on “The Bier Treatment in Diseases of the Ear, 
Nose and Throat.” 

DISCUSSION. 

Dr. Frank E. Brawley:—The paper Dr. Holinger overlooked appeared in the 
Archives of Otology, and was written by Kopetzky, who is very conservative in 
his deductions. In the acute cases the treatment was distincttively favorable, 
but in the chronic cases he gets no results. When he does not get re 
- sults in forty-eight hours he abandons the treatment and uses the ordinary 
operative method. Polyak’s method is very superficial and does not give credit 
to Sondermann or Spiess. In my experience chronic cases were not benefited. 
The apparatus I use for suction, in addition to the attachment to the Pynchon 
pump, is a very simple arrangement, and that is the ordinary suction pump used 
by chemists for separating solutions. The principle is the same as that used by 
Dr. Holinger. It can be attached to any water-tap, and the same attachments 
devised for the Pynchon pump can be used. In one case I used the Bier bandage, 
and that patient told me that it was not a new treatment at all. He had at one 
time been adopted into a tribe of Indians, and when anyone had a cold the 
squaws would constrict the neck of the patient for about twenty minutes; then 
give him a sweat bath and then another constriction, which ended the cold. 

Dr. Joseph C. Beck:—I have had the same experience with the Bier treatment. 
In Bier’s last book he speaks at great length of the action of the treatment on 
the tubercle bacillus. Increasing the leucocytosis and the absorption of patho- 
logic products is the main thing. I have applied this treatment in many cases. 
One patient came to me with a band around his neck. It was a case of subacute 
otitis media, supplemented with decided involvement of the mastoid process and 
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a little pin-point opening and a nipple-like projection, all indications for opera- 
tion. I sent the patient back to his doctor, and suggested that a large incision in 
the drum would help the treatment. This was done and the patient im- 
proved a great deal, although a chronic discharge continued. A case of acute 
otitis media involving the mastoid I treated by putting a band around the neck 
of the patient, but he did not get along very well. When I finally operated. I 
found a marked necrosis. I think that Bier’s treatment is limited to acute 
diseases in the middle ear or nasal cavity, but in chronic conditions it has no 
place. I believe that the case of unconsciousness Dr. Holinger described may have 
been due to an intracranial hemorrhage. 

Dr. Holinger (closing the discussion) :—The Bier treatment has undoubtedly 
come to stay. If you constrict the limb of an animal and inject an absolutely 
fatal quantity of strychnin, leave the leg constricted for twenty minutes, and then 
release the constriction, the animal will not be affected by the strychnin. Fatal 
doses of other kinds of poison, like tetanus toxins, etc., can be injected into a 
constricted limb in like manner. Dr. Schirmer performed some very interesting 
experiments in this connection. He drew some blood serum from a constricted 
limb and allowed it to be taken up by a piece of sugar. While that sugar is still 
wet he puts a match to it, and it burns with a strong flame. He explains this 
by saying that some kind of a substance forms in the constricted limb, which 
acts like a catalytic element and helps to transmit the oxygen in the blood to 
any kind of poison, and in this way helps to render the poison innocuous by oxyda- 
tion. As to Dr. Beck’s patient, as soon as I spoke of an operation, he left me. 
The thing I wish to bring out is the danger of constricting the neck in cases 
of tubercular laryngitis in any case. I did not see any favorable results, but 
much harm from it. Constriction is a very excellent one in acute cases. 


CHICAGO SURGICAL SOCIETY. 


A regular meeting was held Nov. 2, 1906, with the President, Dr. D. W. 
Graham, in the chair. 

CARCINOMA OF THE FACE. 

Dr. Nicholas Senn showed two cases illustrating very extensive carcinoma 
of the face. Both men were not far advanced in years—35 to 45—and were the 
subjects of two pathologically distinct forms of epithelioma and carcinoma. 
He described the operations that were done in each ease. He found in neither 
of the cases any indications of glandular involvement, although both patients 
had suffered from carcinoma from twelve to fifteen years. There is no indica- 
tion at present of any glandular involvement, and this encouraged him to per- 
form desperate operations followed by extensive plastic procedure. He empha- 
sized the damage that was done at times by the removal of such growths by the 
use of caustics. This method of treatment added fuel to the fire, in that it 
invariably aggravated the disease, exaggerated its growth, promoted its exten- 
sion, and as a method of treatment no thoughtful surgeon would resort to it at 
the present day. The a#-ray produced only temporary beneficial results in these 
cases. Dr. Senn had not seen a case of genuine carcinoma yield to #-ray treat- 
ment. 

LIPOMATOSIS OF THE KIDNEY. 


Dr. Daniel N. Eisendrath reported the case of a man, 28 years of age, a 
conductor, who entered his service at Cook County Hospital, August 6, of the 
present year. Eleven years ago the patient was operated on for perinephric 
abscess, since which time the sinus had discharged continuously. Eight months 
before his entrance to the hospital he began to have tenderness of several 
joints, which bore no important relation to the present condition. At the time 
he first saw him he had a sinus, opening at about the center of the present 
nephrectomy incision. He injected methylene blue into it before operating, with 
the hope of following up the sinus, but on account of the rigid walls he was 
unable to follow it any distance. He made an incision and came down upon an 
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immense amount of cicatricial tissue, so that he was puzzled at first to know 
where to find the kidney in the midst of the cicatricial mass. He lost track of 
the sinus at one time, but found it again. It led to some hard bodies which were 
evidently calculi. He proceeded to enucleate inside the cicatricial mass what he 
thought was the kidney, but when he brought it up toward the surface he found 
it was a mass of fat which had the shape of the kidney, and he found upon 
laying it out that it had exactly the shape of the kidney. 

On section of this mass it showed the remnants of the original] fetal lobulation 
of the kidney—seven divisions by the fibrous septa radiating from the pelvis. 
The specimen showed in an excellent way the change of what is known as 
lipomatosis of the kidney or fatty transformation of the kidney as the result 
of chronic suppuration. The pedicle did not bleed, so that it was not necessary 
to ligate it. Remnants of the pelvis of the kidney could be seen. 


RUPTURE OF THE KIDNEY. 


The second case reported by Dr. Eisendrath was one of unusual form of trau- 
matic rupture of the kidney. The patient was 32 years of age, and was admitted 
to the Eclectic Surgical Service of the Cook County Hospital on the night of 
Jan. 5, 1906, with the following history: He had slept in the police station all 
night, having been intoxicated, and could give no history of injury at the time. 
Later, when he came to his service, he learned from the patient that he had 
fallen across a 2x4 board, striking across the kidney region. The patient was 
admitted to the Eclectic Service on account of a severe hematuria. The urine 
was not only markedly tinged with blood, but contained considerable blood for 
about two weeks. He was admitted on January 6, and on January 9 another sur- 
geon made an incision over the kidney and found that the kidney was torn from 
the cortex directly into the pelvis, and there was an extravasation of blood and 
urine in large quantities around the kidney. He came to his service in May, 
five months after the original nephrotomy, on account of a sinus, from which 
urine and pus were being discharged. He made an incision and reached a large 
cavity about the size of a child’s head. He could find no traces of kidney tissue. 
He tried to dissect it out in different directions to see whether he could find 
any trace of kidney tissue, and in one or two places he got small pieces of 
kidney tissue. The rest of the kidney had been destroyed by suppuration follow- 
ing the accident, or as the result of the original trouble. The specimen showed 
that the kidney had been destroyed, with the exception of the pelvis and the 
ureter, which he removed at the time. Following the original operation, the 
sinus did not close, and he opened it a second and third time, and then removed 
small fragments of kidney about the size of a walnut or a little smaller. After 
the second removal the sinus healed, and the patient recovered. 


DISCUSSION. 

Dr. Maximilian Herzog said the case of Dr. Eisendrath was one of lipoma, and 
did not show any remnants of the kidney at all. Aside from the areolar (fatty) 
connective tissue, there were some traces of old hyaline connective tissue, but no 
remnants of kidney tissue. These cases, as a rule, should really not be spoken 
of and classified as lipoma of the kidney, because this is not a correct pathological 
classification. They are not true lipomata, nor true fatty tumors, but simply 
a hypertrophy of the perineal fatty tissue. 

COMPOUND FRACTURE OF THE PATELLA TREATED BY CATGUT SUTURE. 

Dr. E. J. Senn reported this case in order to emphasize the point that radio- 
graphs often create a wrong impression. In studying the first radiograph, taken 
before the operation, it was difficult to make out four different fragments. He 
was positive as regards the diagnosis of comminution of the patella, but if one 
were to make a diagnosis by looking at the radiograph he could not do so. 
The second radiograph, taken about ten days after operation, showed that heal- 
ing had taken place. It showed very good approximation of the supposed two 
fragments, but in reality there were four separate fragments. Union was very 
good. He did not think there was absolute bony union, but periosteal union. 
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Bony union was the exception in these cases. He emphasized the point that’ union 
took place quite readily, provided the wound was aseptic, and if there was per- 
fect approximation of the fragments without much tension. 


THE NECESSITY OF COMBINING WITH GENERAL SURGICAL TREATMENT OF INFECTION, 
VACCINE THERAPY AND PASSIVE HYPEREMIA. 


Dr. John C. Hollister said in order to secure the best results in general sur- 
gical work to-day, one must combine: 1. The most approved methods of sur- 
gical technic. 2. Vaccine therapy, such as has been of late made practical by the 
work of A. E. Wright of London. 3. The working methods of hyperemia, as have 
been so strongly advocated by Bier of Bonn, and many others. In other words, 
in order to do the most good in the shortest time for the patient, the general 
surgeon must use one, or a combination of two or all of these different lines of 
treatment, depending upon the nature and stage of the affection. This state- 
ment represents the firm conviction of Dr. L. L. McArthur and the author, and 
is based upon the following facts: 

1. The whole modern trend of the therapy of infection is toward immuniza- 
tion or helping the organism to resist and overcome bacterial insult by strength- 
ening and adding to the so-called antibodies. This is evident to all, and need not 
be discussed, except to say that when we consider the fact, so often neglected, 
namely, that the surgeon can in absolutely no case of infection remove the 
whole of the irritant (unless possibly within the instant of time after the original 
insult), and that it is only due to the fact that the organism is able by mechan- 
ical and chemico-physiological means to meet, combat and throw off this irritant, 
that the restoration to health is possible; then it is that we see the necessity 
of adding to the sum-total power of resistance by helping this body to have 
more mechanical and more chemical physiological resistance. One can not but 
think after reading Bier’s book on hyperemia as a therapeutic agent, and his re- 
ports of cases, and then studying Wright’s work, that the former represents the 
mechanical and the latter a certain part of the physico-chemical factors, and that 
possibly the value of the former really depends upon the fact that Bier’s methods 
intensify localization of these physico-chemical resisting elements by flooding 
areas otherwise barren in these elements. 

2. Wright has developed to a definite practical working basis the use of 
“vaccines” for tubercular, staphylococcic and streptococcic infections. He has 
developed a clean-cut laboratory technic whereby one can in most cases not only 
diagnose the individual infection, but can accurately judge the effect on the patient 
of the vaccine given him from dose to dose. By so doing he has been able to 
accomplish results of which you have all heard and read. 

3. We have earned a favorable outlook in this opsonic work by our own 
experiments. Just how far we are as yet justified in announcing actual favor- 
able results will appear in the discussion of cases reported. 

4. The results reported by Bier and many others throughout Germany, espe- 
cially at the Surgical Congress in Berlin last spring, from the use of active 
and passive hyperemia, especially in the so-called surgical infections, are good. 

5. Our own results in a number of selected cases treated by passive hyper- 
emia have been as a rule, excellent. 

Dr. Hollister described Wright’s working technic for estimating the opsonic 
index in normal and pathological blood, and his vaccine therapy in general. He 
likewise reported on the beginnings that Dr. McArthur and he had made in the 
laboratory at St. Luke’s Hospital during the last six weeks. 

After detailing a lot of experiments, Dr. Hollister said that the value and 
necessity of vaccine therapy to the work of the general surgeon are assured, 
because (1) we can diagnose the specific infection by observations of the 
opsonie index, and this without administration of any vaccine whatever. (2) 
We can raise and maintain this opsonic index to a point as high as, or higher 
than, that of the normal individual by the properly sized and the properly 
interspaced doses of the specific vaccine. (3) When we do raise and maintain 
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it, we add to the resisting power of the patient’s serum, and hence the tendency 
of the patient is toward recovery. (Dr. Hollister’s interesting article will be 
found published in full in the December issue of Surgery, Gynecology and 
Obstetrics. ) 

Dr. E. P. Cook, of Mendota, IIl., reported « case of parovarian cyst which was 
complicated by intestinal obstruction and gallstones in a woman 90 years of age. 
The parovarian cyst contained a gallon of fluid. The patient recovered. 





CRAWFORD COUNTY. 


The Crawford County Medical Society met in regular session at the office of 
Dr. I. L. Firebaugh, in Robinson, Thursday, Jan. 10, 1907, at 2 p.m. There were 
present Drs. I. L. Firebaugh, T. N. Rafferty, Frank Dunham, L. R. Illyes, J. A. 
Ikemire, J. W. Carlisle, A. Lyman Lowe and H. N. Rafferty. Dr. A. Lyman 
Lowe, who has just finished his hospital interneship in Chicago, and who will 
shortly locate in Robinson, was proposed as a candidate for membership. On 
motion, the rules were suspended and Dr. Lowe at once elected a member of the 
society. The paper of Dr. J. E. Midgett on “Epilepsy” was read by Dr. Frank 
Dunham. Dr. Midgett presented this subject in a very interesting and instruct- 
ive manner, and the discussion following was general. 

Dr. T. N. Rafferty reported a case of direct inguinal hernia in an infant of 
three weeks, and its successful retention with the “hank of yarn” truss, as rec- 
ommended by Coley. This case was interesting from the standpoint of heredity, 
as the mother, five of her brothers and sisters and an uncle were all hernia 
victims. 

On motion, the secretary was instructed to collect the “per capita assessment” 
of the Illinois State Medical Society at each annual meeting of our County 
Society in July. The secretary reported 24 members in good standing for this 
year, and three former members dropped for non-payment of dues. Dr. Dun- 
ham offered a resolution to combine the offices of secretary and treasurer, in order 
to facilitate the work of properly conducting the affairs of the county society, 
in its relations with the state society. This requires a constitutional amendment, 
and must be voted on at the next regular meeting. It was moved and carried 
that the chairman appoint a committee of three, to collect in writing the changes 
made in our constitution and by-laws from time to time, and to embody the 
same in their report at the next regular meeting of the society. After many in- 
teresting case reports and the discussion of the same, the society adjourned, to 
meet the second Thursday in March, in the audience room of the Carnegie Library, 
in Robinson. H. N. Rarrerty, Secretary.° 





FULTON COUNTY. 


The thirty-sixth annual meeting of the Fulton County Medical Society met 
in the Churchill House in Canton, and was called to order by President Chapin. 
Minutes of the annual meeting were read and approved. Shallenberger and Cole- 
man moved that the secretary cast the vote of the society for Dr. Strode as 
member of the State Legislative Committee. Carried. A vacancy on the board 
of censors having been caused by the removal of Dr. Nelson from the county, 
Coleman and Regan moved that the secretary cast the vote of the society for 
Dr. Scholes to fill the vacancy. Carried. On the applications of Drs. Putman and 
Boynton for membership, Shallenberger and Regan moved that the secretary 
east the vote of the society in favor of admission. Carried. Sutton and Shal- 
lenberger moved a hearty endorsement of the ILLINoIs MEDICAL JOURNAL, and com- 
mended the present staff of editors for their unexcelled management. Carried. 
Coleman and Regan moved that the future programs contain at least seven 
numbers. Carried. The authors of the various papers failing to attend, the 
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balance of the afternoon was taken up in discussing various topics. A case of 
exophthalmic goiter was reported by Dr. Shallenberger, and was discussed by 
Drs. Hays, Scholes and Chapin. A case of gonorrheal ophthalmia in an adult 
was presented by Dr. Regan. Dr. Chapin reported a case of rodent ulcer of the 
nose. Discussed by Drs. Shallenberger and Coleman. A case of inflammation 
of thumb, which was very resistant to treatment, was presented by Dr. Nelson. 
The case was discussed by all present, and there was considerable variation of 
opinion as to the nature of the case. Dr. Parker presented a very interesting 
paper on pneumonia. Discussed by Drs. Sutton, Shallenberger, Nelson, Scholes 
and Chapin. The president appointed Drs. Shallenberg, Sutton and Nelson as 
program committee, who reported the following program for the next meeting: 
Smallpox, Dr. Ewan, Smithfield; Membranous Croup, Dr. Nelson, Bryant; Ulcers 
of the Lower Extremities, Dr. H.. H. Rogers, Cuba; Hereditary Syphilis, Dr. 
Stoops, Ipava; Malaria, Dr. Blackburn, Breeds; Operative Appendicitis, Dr. 
Cluts, Ellisville; Selected, Dr. Murphy, Cuba. The next meeting will be held 
May 7, 1907. D. 8S. Ray, Secretary. 





HANCOCK COUNTY. 

The Hancock County Medical Society met in Warsaw, Monday, Jan. 7, 1907. 
This society was entertained by the members of the profession at Warsaw. The 
program included a paper on Rheumatism in Children, by Dr. F. M. Fuller of 
Keokuk, Iowa; Some Conservative Surgery of the Female Pelvic Organs, by F. B. 
Dorsey of Keokuk; an Address, by Dr. G. W. Jones of Keokuk, and Report of a 
Case, by Dr. S. M. Parr of Ft. Green, Hancock County. The officers of the 
society are: Dr. S. M. Parr, president; Dr. R. B. Roberts, vice-president; Dr. 
C. L. Ferris, treasurer, and Dr. William Blender of Carthage, secretary. 





MASSAC COUNTY. 


The Massac County Medical Society met Jan. 10, 1907, and elected officers for 
this year. Our annual election has heretofore been in June, but will hereafter 
be in January. The following officers were all re-elected for 1907: President, 
M. H. Trovillion; vice-president, A. E. Miller; treasurer, J. A. Orr; secretary, 
A. C. Ragsdale. Executive Committee, S. J. Elmore, A. C. Ragsdale. Board of 
Censors, R. H. Jacobs, C. E. Trovillion and W. S. Dixon. Our society has only 
fifteen members, but we meet on the second Thursday of each month, and much 
interest is shown and good results obtained. 

A. C. Ragspate, Secretary. 





MERCER COUNTY. 


The Mercer County Medical Society met in Aledo, Ill., Monday, Dec. 10, 1906, 
en special call to consider what action should be taken in regard to an article 
which appeared in the Times-Record, a newspaper published in Aledo, purporting 
to be a resolution passed by the Mercer County Druggists’ Association. The 
resolution passed by the Mercer County Druggists’ Association is as follows: 

We are in favor of the enactment of a law by the Illinois General Assembly, 
at its next session, which shall prohibit the dispensing and sale of drugs and 
medicines by other than licensed pharmacists or by registered assistants under 
their immediate supervision. 

We believe that the practice of dispensing medicines and drugs by physi- 
cians who are not registered pharmacists, as a rule, is detrimental to the 
public health, and that when the death of a patient occurs under such circum- 
stances, the dispensing physician should be prohibited from issuing the death 
certificate. 

The following explanation or defense of the druggists is also printed: 
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Although the above resolution may not be received by many physicians in the 
kindliest manner, yet the druggists believe they are working for the greatest 
good for the greatest number of people, and hope to encourage the passage of a 
law restricting the privilege of the dispensing of drugs and medicines to registered 
pharmacists or assistants working directly under them. The effect of M.D.’s 
dispensing their own medicines is demoralizing to the drug business in small 
towns and cities. The first clause in the resolution is also aimed at the big 
department stores and catalogue houses which sell patent medicines and are 
often wont to substitute when an article is ordered which the house does not 
have, which is equal to prescribing and dispensing. The druggists, backed by 
their national association, are making a strong and honorable fight for the pres- 
ervation of their retail business. And in the midst of the battle they have 
been most unjustly called a trust, while the facts are that they are only seek- 
mg to preserve their own commercial existence in the face of efforts of powerful 
and selfish monopolies to gradually eliminate the smaller dealer. 

After much discussion in regard to the advisability of a reply in the Times- 
Record, it was decided by vote to report the matter to the Legislative Committee 
of the State Society. I. E. Burnette, Secretary. 





MORGAN COUNTY. 

The Morgan County Medical Society held its regular monthly meeting at the 
Library, Jacksonville, Thursday evening, Dec. 13, 1906. Twenty-two members 
were present. Dr. Watson W. Gailey, Jr., was elected to membership. Dr. R. 
Winsor made application for membership. After the address of the retiring 
president, Dr. Josephine Milligan, and reports of the officers for 1906, the follow- 
ing officers were elected for 1907: President, Dr. S. E. Crouch; vice-president, 
Dr. H. C. Woltman; secretary. Dr. Allen M. King; treasurer, Dr. E. F. Baker; 
censor, Dr. T. J. Pitmer (three years); librarian, Dr. Carl E. Black. The paper 
of the evening was by Dr. C. E. Cole on case records; discussion by Drs. Nor- 
bury and Black. The latter exhibited a number of enlarged charts to exemplify 
his system of keeping records of office and hospital cases. 

Report of the secretary (abridged): Members in good standing, Jan. 1, 1906, 
46; new members added, 3; total, 49; withdrawn, 1; in good standing Jan. 1, 
1907, 48. The society held twelve regular meetings in 1906, also two extra 
meetings, addressed by Dr. McCormack of Kentucky and Dr. Mix of Chicago. At 
the regular meeting in February the society was addressed by Dr. Simmons of 
Chicago, and the September meeting by Professor Truman of the University of 
Illinois. The society during the year was never without a carefully prepared and 
executed program. Aside from addresses mentioned above, at each of the ten 
remaining meetings at least one formal paper (more often two), was presented 
by members of the omy, Smallest number of members present at any revular 
meeting (June), 12; largest number of members present at any regular mecting 
(December), 22; average number of members present at twelve regular meet- 
ings, 17. Davip W. Rem, Secretary. 

Treasurer’s report (summary). Receipts to Dec. 13, 1906: Cash on hand, 
Jan. 1, 1906, $89; received dues, $100; total, $189; expenditures to date, $136.50; 
balance on hand, $52.50. 

E. F. Baker, Treasurer. 

Dr. Carl E. Black, librarian, reported in part as follows: A year ago we inau- 
gurated an entirely new work in our library. This work was largely new in 
medical library economy, and in some respects experimental. It is hoped that 
you will find sufficient improvement and progress made to justify the effort and 
expenditure. 

It is now eleven months since your library committee installed under your 
instruction a trained librarian as the first step in the movement to make this 
library a real, living and useful part of our professional life. This new work 
was made possible by the list of members of this society known as the “sub- 
scribers to the Medical Library Fund.” Books and journals are the most impor- 
fant tools in our profession. There is no investment which will pay as large 
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returns as a medical library properly used. We should purchase books and jour- 
nals on the same plan we purchase knives, scissors, obstetric forceps, etc. Re- 
cently a doctor in a neighboring town was asked what medical books he was 
studying. He replied “that he went to medical school four years for that pur- 
pose.” What could be more sad than the man who depends entirely upon his 
medical college course for his mental equipment in the practice of medicine? 
Kach one of us remembers ful! well how little time we had for reading medical 
books during the busy days of the medical college course, and that then there 
was no time for medical journals. Most of us are endowed with the power to 
forget, and it is necessary to frequently consult the standard authors in order to 
refresh our memories lest we make a mistake, not to say anything of the reading 
necessary to keep abreast with the progress of the times. While we have here a 
large number of books, most of which are not new and some of them very old 
and very valuable, we are just now urgently in need of some new and up-to-date 
books. We should have at once the latest standard work upon the following 
subjects: Diagnosis; diseases of the circulatory system; diseases of the respira- 
tory system; diseases of the digestive system; diseases of the lymphatic system; 
diseases of the skin; diseases of the nervous system; practice of medicine; dis- 
eases of children; pathology; general surgery; hygiene and sanitary science; 
medical jurisprudence; state medicine. The statistical report has been prepared 
by the librarian in charge, Miss Eva M. Funkey, and gives in brief the statistical 
results of the work of the past eleven months: 


REPORT. 


The Library has been open for reference and circulation of books every day 
since January 3, from 8:30 a. m. until 5:30 p. m., except Sundays and the legal 
holidays upon which the Public Library has been closed. 


ACCESSIONS. 
The Library now contains 1,470 volumes. Number of volumes in the Library, 


Jan. 3, 1906, 1,073; books added by donation, 404. Total net accessions, 1,477. 


Books withdrawn, 7. Number of volumes in the Library, Dec. 12, 1906, 1,470. 
CLASSIFICATION. 


The Section on Medicine in the Dewey Decimai Classification has been ex- 
panded and logically arranged by Dr. C. E. Black to meet the demands of this 
Library. Of this, two typewritten copies were made and temporarily bound; 
also from the subjects in the classification and other indexes an alphabetical 
subject index has been arranged with the Dewey nuniber preceding each subject 
io facilitate in the finding of the desired material in the class catalogue. Three 
hundred and twenty-seven numbers of the current medical journals have been 
indexed, the cards typewritten and filed. In indexing, each journal averages 
abeut 50 cards, some 16,350 cards having been written for the 1906 literature. 
Dr. Black’s periodical index has been in the Library since early in July and 
20,500 cards from this index have been corrected, typewritten and filed with the 
eards of the 1906 literature and are now ready for consultation. The remain- 
der will be finished by the end of the month, 


PERIODICALS, 

The following journals are received regularly in the Library and all original 
articles are indexed: American Journal of Medical Sciences, American Journal 
of Obstetrics, Annals of Ophthalmology, Annals of Otology, Annals of Surgery, 
Archives of Ophthalmology, Archives of Pediatrics, IntmNois MepicaL JouRNAL, 
Johns Hopkins Hospital Bulletin, Journal of the American Medical Association, 
Lwndon Lancet, Laryngoscope, Medical Record, New York Medical Journal, Oph- 
thalmie Record, Ophthalmology, Surgery, Gynecology and Obstetrics, Zentralblatt 
fiir Gynekologie. 

GIFTS. 

The Library received during the past year 295 volumes from the library 
of the late Dr. David Prince, presented by his sons, Drs. A. E. and J. A. Prince, 
of Springfield. Seven volumes were received from Dr. Louis Mitchell of Chicago. 
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One volume from Dr. Josephine Milligan. Dr. Grace Dewey has given the com- 
plete files of the Lancet for the years 1904, 1905, the Johns Hopkins Bulletin for 
1900, 1901, 1902, 1903, 1904, 1905, and the American Journal of Medical Sciences 
for 1905. Dr. Black presented several boxes of valuable reprints, which are 
to be indexed and classified. A number of members of the Society have also 
made generous gifts of books and bound journals during the year. 

Respectfully submitted. Eva M. Fonkey, Acting Librarian. 

Through the efforts of a special committee, of which Dr. J. W. Hairgrove 
was chairman, a new case has been placed in the west side of the room. A 
similar case on the north side is badly needed, as we have a large number of 
volumes of medical journals in the stack room of the Public Library for which 
there is no place in this room. In conclusion, we would say that the subscribers 
of the Library Fund have paid all bills to date, and with the subscription pledged, 
has ample funds for the estimated expenses of the coming year. 

Respectfully submitted. C. E. Brack, Librarian. 





NORTH CENTRAL ILLINOIS MEDICAL ASSOCIATION. 


The thirty-third annual meeting of this society was held at the courthouse 
at Ottawa, Dec. 4 and 5, 1906. The following program was rendered: J. J. 
Pearson, M.D., Pontiac, “The Doctor.” Dr. Hugh T. Patrick, Chicago, “Diagnosis 
of Hysteria.” Discussion. Charles H. Hamilton, M.D., Dwight, “The Liquor 
Addiction and Life Insurance.” Discussion opened by E. W. Weis, M.D., Ottawa. 
J. F. Perey, M.D., Galesburg, President of the State Medical Society, “The 
Borderland of Insanity.” Discussion opened by H. N. Moyer, M.D., Chicago. 
Charles D. Thomas, M.D., Peoria, “Disease of the Frontal Sinus.” Discussion 
opened’ by H. C. Hill, M.D., Streator. H. Lester, M.D., Streator, “Toxic Ambly- 
opias.” Discussion opened by F. C. Guthrie, M.D., LaSalle. Homer A. Millard, 
M.D., Minonk, “Inflammation of the Gall Ducts and Bladder.” Discussion opened 
by J. A. Marshall, M.D., Pontiac. William P. Marshall, M.D., Long Point, 
“Eczema.” FE. S. Murphy, M.D., Dixon, “Report of Ten Cases of Ileus.” Dis- 
cussion opened by F. A. Turner, M.D., Sandwich. Frank E. Simpson, M.D., 
Chicago, “The Diagnostic Value of Ulceration in Cutaneous Disease.” E. P. Cook, 
M.D., Mendota, “Report of a Case of Ruptured Tubal Pregnancy and Case of 
Ovariotomy on a Patient Over Ninety.” Discussion opened by J. R. Keifer, M.D., 
Mt. Sterling. William O. Ensign, M.D., Rutland, “Medical Organization and the 
North Central Illinois Medical Association.” Tuesday evening the society was 
tendered a reception at the Tent Colony by Drs. Pettit and Butterfield. Dr. J. F. 
Percy, president of the society, acted as toastmaster, and responses were made 
by Drs. Moyer, Patrick, of Chicago, and others. 





RANDOLPH COUNTY. 

The quarterly meeting of the Randolph County Medical Society was held 
in Percy, January 8, at Dr. E. L. Hill’s office. The meeting was called to order 
by the chairman, C. G. Smith. On roll call, the following members were present: 
H. C. Adderly, Chester; E. L. Hill, Perey; F. A. Wnorowaki, Steelsville; A. D. 
Steele, Chester; J. W. Smith, Cutler, H. L. Gault, Sparta. The first paper pre- 
sented was by H. C. Adderly on Medical Legal Defense, and was ably written 
and brought out a good many legal points for physicians in practice. Dr. H. L. 
Gault presented a gallstone of unusual size, which he removed by an autopsy, 
and related the history of the patient. Drs. J. W. Smith and F. A. Wnoro- 
waki presented an interesting case of a patient with liver trouble. Dr. C. G. 
Smith read a paper on prescribing proprietary medicines, followed by a free dis- 
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cussion. Dr. A. D. Steele read a paper, the Need of Uniformity in Fees in Exami- 
nation of Life Insurance. The following resolution was adopted: 

Resolved, It is the sense of the Randolph County Medical Society that no 
member of this society shall make an examination for any of the old-line in- 
surance companies for a fee less than $5, and that we use our influence to induce 
every physician of the county to confer with the County Society, and that the 
secretary notify all physicians of this action. * A. D. STEExE, Secretary. 





SANGAMON COUNTY. 

The Sangamon County Medical Society held its annual meeting, Nov. 12, 
1906, in the parlors of the St. Nicholas Hotel. Minutes of the previous meet- 
ing were read and approved. The applications of Drs. C. D. Wright and W. E. 8. 
Mayes were read and referred to the board of censors. The usual fee of $10 
was allowed by the secretary-treasurer for his work during the past year. The 
officers for the ensuing year were elected as follows: Dr. A. D. Taylor, president; 
Dr. C. M. Bowcock, vice-president; Dr. C. L. Patton, secretary-treasurer; Dr. H. 
H. Tuttle, Dr. S. W. Rice (Cantrall) and Dr. Stanley Castle, censors. A vote 
of thanks was tendered the retiring officers. Adjournment. Immediately after 
the adjournment the members and guests of the society retired to the dining 
room to partake of our usual banquet. 

In addition to our evening entertainment, the society enjayed clinics during 
the day, given by Dr. C. L. Mix of Chicago. The morning clinic was held at 
St. Jobn’s Hospital. Several cases presenting different forms of disturbance of 
the circulatory system were shown and demonstrated. In the afternoon a clinic 
on Nervous Diseases was held at the Springfield Hospital. Cases of amyotrophic 
lateral sclerosis, syringomyelia and diseases of the conus medullaris were pre- 
sented. 

The Sangamon County Medical Society held its regular monthly meeting in 
the Lincoln Library, Dec. 10, 1906. The meeting was called to order by the 
president, Dr. A. D. Taylor. The minutes of the previous meeting were read. 
Corrections were.made by Dr. E. E. Hagler relative to the banquet and attend- 
ance at our annual meeting. Drs. C. D. Wright of Springfield and W. E. S. 
Mayes of Dawson were elected to membership. The applications of Drs. Shear, 
Fleitzi, Rigg, Palmer and Lutyens were read and referred to the board of censors. 

Dr. J. H. Dixon presented a specimen of osteosarcoma of the humerus, removed 
at operation from a boy 16 years of age. Dr. W. A. Young presented, for discus- 
sion, a specimen of sarcoma of the kidney removed postmortem from a child. 
Dr. Kreider demonstrated a collection of old instruments used by his grandfather 
in the early part of the nineteenth century. Dr. Griffith reported to the society 
the progress he had made regarding the physicians’ defense fund. He asked if 
it were optional with the members of the society whether they pay the assess- 
ment of 50 cents or not. If they do not pay, are they in good standing in the 
local and state societies? The secretary was instructed to communicate with 
Dr. Weis about these points and report to the society at its next meeting. 

Dr. Dixon read the following communication from Dr. Egan of the State 
Board, relative to the practice of certain men in our city who have obtained no 
medical license 

O. D. Weeks:—The office of Dr. Weeks & Co., Springfield, was investigated 
by the State Board of Health about a year ago. A state license was shown, and 
it was the impression that the person practicing was the possessor of the license. 
Information that O. D. Weeks, who does not hold a license, was practicing in 
Springfield, was filed with the State Board of Health in October, 1906. The 
matter was placed in the hands of an attorney, but no action could be taken until 
November, when proof of practice was obtained and suit filed. Before the date set 
for trial, Weeks, through his attorney, appeared in court, paid the statutory 
fine of $100 and costs, and made an agreement, in writing, not to do further 
practice in the state. 

P. C. Bacon:—No complaint has been made to the State Board of Health con- 
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cerning the man’s practice. His sign as ophthalmologist and neurologist 
noticed on South Fifth Street. An authorization for his prosecution 
placed in the hands of an attorney. Proof of practice was difficult to obtain, 
but was finally secured. At the trial the justice, Connelly, held that the board 
had not proven venue—which the board, by the way, is not required to prove— 
and the justice on this ground dismissed the case without letting it go to the 
jury. The Scate Board of Health promptly took an appeal to the Circuit Court. 
Bacon left town immediately after the trial. His offices are now closed. 

“Prof.” W. L. Blue:—No complaint of his practice was made to the State 
Board of Health. He is said to be practicing in the Pierik Building. An authori- 
zation for his prosecution has been issued. 

“Professor” Mueller:—Complaint of his practice made to the State Board of 
Health a few days ago. An authorization has been issued for his prosecution. 

Dr. L. C. Taylor asked Dr. Egan if it were not a fact that it was contrary 
to our state law for any one not holding a license to call himself cr advertise 
himself as a doctor? Dr. Egan replied that the law of 1899 provides for osteo- 
paths, midwives and physicians. Justice courts do not hold that a sign, or the 
fact that a man calls himself a physician, is evidence of practicing medicine. He 
must actually treat patients before he can be convicted. Dr. Munson:— Do 
osteopaths violate the law in prescribing medicines? Dr. Egan:—They do. 
Dr. Kreider stated that it was generally believed that osteopaths were practicing 
all branches of medicine and surgery. Discussion of these points was entered 
into by various members of the society. A vote of thanks was tendered Dr. 
Kreider for his interesting presentation of old surgical instruments. The meet- 
ing was attended by 29 members and one visitor, Dr. Lutyens, of Buffalo. 





STEPHENSON COUNTY. 
PRESIDENT’S INAUGURAL ADDRESS. 


M. M. BAUMGARTNER, M.D. 
FREEPORT. 


It indeed affords me a great pleasure to address you as president of this so- 
ciety, and I wish to express my appreciation of your complimentary action toward 
me, who by no means am the most worthy to occupy this honorable position. 
That it is customary for the incoming presiding officer to offer an inaugural ad- 
dress, I am not quite certain, but believing that there are numerous conditions 
which are harrassing to us as an organized profession as well as disastrous to 
us as individuals, I take this opportunity of bringing them to your notice. 

The integrity and perpetuity of any body depends on its unity of purpose and 
the adherence of its members to established and accepted principles. The code of 
ethics which is supposed to have actuated the profession of medicine from the 
earliest times down to the present, has been of the highest order, but in adhering 
to it as in our moral rectitude, we all have been woefully deficient and our short- 
comings are legion. First of all, therefore, I wish to plead with you for a 
stricter adherence to professional etiquette, each remembering that the altruistic 
man is the highest type of manhood, and that righteousness, professionally speak- 
ing, is the only true solution of the ills which are born of the ever increasing num- 
ber of practitioners among us. The law of supply and demand will eventually 
adjust itself, although some of us may suffer some inconvenience in the meantime. 

A solution of this congested condition would be materially assisted by special- 
ization. Specialization of labor in our chosen field is as essential as in other lines 
of human endeavor. Speaking more especially of this immediate locality, I be- 
lieve that specialization is necessary for our well-being, as well as for the public 
good. I believe that the thing which stands in the way of more specialization 
among us is the generalization of too many of us. We are loath properly to 
accredit the work of any one who specializes, because we aim to cover the whole 
field of medicine ourselves, and thus become masters of nothing. Hence, in gen- 
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eral, our fees suffer, the community receives poorer services, we backbite, slander 
and malign each other, steal each other’s cases, put the laity wise, and make them 
wary of us all, and our field becomes the easy prey for quacks, church sanitoria, 
and outside specialists. Fellow practitioners, the remedy for these evils lies 
wholly with us. It is for us to apply it. 

More efficient organization is another pressing need. I believe that the pro- 
fession should be so thoroughly organized that each individual member would be 
subservient to the whole, that the practice of every doctor should be limited by 
this organization, and that rules and regulations be rigidly enforced. I believe 
that organization is the only solution of some of these problems. The development 
of specialization through organization will be very greatly assisted by the newly 
proposed study course. This is a meritorious departure and should be enthusiastic- 
ally supported by every member of this society. An element which frequently 
works to our great discomfort is the entering into our territory of outside 
doctors. Our proximity to Chicago, and the traveling facilities make it very 
convenient for physicians and surgeons, who have established for themselves a 
great name by merit or otherwise, to come into our community and render pro- 
fessional service at any time. While it is the right of any layman to employ the 
services of whom he pleases, yet it is our duty to see to it, after we have done 
the menial service and taken the worry and care of a case, the fees for which 
may be paid any time inside of ten years, that some alien doctor does not come 
in, give the patient a fake operation, or one for diagnostic purposes, although the 
diagnosis may have stood out like the “nose on a Dutchman,” and go away with a 
big fat fee in his pocket. Nor is this all. It would not be so distressing if these 
intruders co-operated with the accredited profession alone, but any fellow having 
a license to practice anything in Illinois can call upon the supposedly most ethical 
physician or surgeon in Chicago, and be sure of receiving assistance. If this con- 
dition is allowed to continue, how can our organization be perpetuated? How 
can we go before the public and attack Dr. So-and-so when Dr. X of Chicago 
counsels with him and operates for him? It is, therefore, our duty to see to it 
that this condition be brought before the authorities of the superior organization, 
to the end that discredited practitioners in our community will be forced to 
stand alone. Then, and then only, will the public know their true status and shun 
their false practices. 

Another evil that threatens to become an important factor in this community 
is the highly vaunted and much advertised establishment in our midst of a church 
sanatorium, subsidiary to and under the care of ‘a sét of practitioners to whom 
this body has seen fit to refuse membership. As the proposition stands it is that 
aggregation against our organized profession, or vice versa, whichever way you 
choose to state it. This is the more menacing, because to this group of men, which 
has been established here for some time, and which, as we believe, has resorted to 
practices that all true physicians as well as laymen should condemn, it will give 
the appearance of the approval of religion. If this attempt will be successful, it 
certainly will be to the discredit of the intelligence of this community. The 
organization in our county has failed in many of its duties, one of which has 
been that of educating the public. Through judicious advertising in the news 
columns a favorable sentiment toward this institution has been created, and it is 
our duty to re-educate the public, and establish in the minds of the people facts 
regarding ethics which long have been hidden and are now about to be smothered 
beneath the cloak and ardor of religious fervor. This society should leave no stone 
unturned to establish in the minds of the profession at large, the ministry of the 
Christian church and the laity in general, the fact that the organized profession of 
Stephenson county and vicinity does not approve of the methods practiced by this 
institution, and, therefore, cannot recommend it under any consideration to those 
who are seeking relief from the many ills to which the human flesh is heir. 

I speak of these conditions briefly to call your attention to them. I believe 
they are vital, and, therefore, demand your careful consideration. Throughout 
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the year I shall endeavor to further the interest of our society in every way, and 
I earnestly solicit the co-operation of each of you to the end that this society may 
take a long stride to keep it up to the high standard it has already attained. I 
trust you will contribute cheerfully to the programs of our meetings when asked 
to do so, be regular in attendance, and participate in all discussions opened for 
our consideration. 





UNION COUNTY. 

The Union County Medical Society met in regular session at the club rooms, 
with the president, Dr. S. C. Martin, in the chair. There were present Drs. E. G. 
Earnhardt, S. C. Martin, L. D. Keith, T. L. Agnew and A. J. Lyerly. Dr. Earn- 
hardt read a paper on Penumonia in Children. The subject was ably presented 
and thoroughly discussed by members present. The annual election of officers 
for the ensuing year resulted as follows: L. D. Keith, president; T. B. Goodman, 
vice-president; A. J. Lyerly, secretary-treasurer. A. J. Lyerty, Secretary. 





WHITESIDE COUNTY. 

On Dec. 19, 1906, at Sterling, the Whiteside County Medical Society held its 
annual meeting and elected the following officers for the coming year: Presi- 
dent, E. P. Sullivan, Morrison, Ill.; vice-president, C. G. Beard, Sterling; treas- 
urer, J. F. Keefer, Sterling; secretary, A. H. Harms, Sterling. At this meeting 
resclutions were adopted regarding life-insurance fees along the line recom- 
mended by the Kentucky State Society. A. H. Harms, Secretary. 





WILL COUNTY. 

The regular meeting was held Tuesday evening, December 11. Dr. Wood- 
ruff reported a case of a woman shot in the ear with an air gun. The bullet 
was found in the middle ear. A paper, the Eye Symptoms of Albuminuria, was 
read by Dr. W. O. McBride. A discussion of the November current literature 
was led by Dr. R. L. Eldredge of Frankfort. A general discussion of the sub- 
ject, Shall the Physician Dispense His Own Medicine? was led by Dr. M. W. 
Cushing. The officers for 1907 were elected as follows: Dr. A. Nash was re- 
elected because of faithful and efficient service, but declined to serve. Dr. Martin 
W. Cushing was then elected president, and Dr. W. O. McBride was elected 
vice-president, and Dr. Marion K. Bowles, secretary-treasurer. Members pres- 
ent: Drs. Nash, Leach, Cohenous, Brannon, Woodruff, Lennon, McBride, Jump, 
Cushing, Fisher, Eldredge, Bowles, Curtis, Benson. 





NEWS OF THE STATE. 


Aurora reports five cases of scarlet fever. 

Dr. D. Hally-Smith has sailed for Europe. 

Two cases of scarlet fever are reported in Elgin. 

Dr. George W. Hall sailed for England January 1. 

Dr. Rollo Grimes, of Pittsburg, will locate at Cuba, Ill. 

A number of cases of scarlet fever are reported in Ivesdale. 

Dr. Frank Conroy has been seriously ill from accidental asphyxiation. 

Dr. T. W. Dresser, of Springfield, will spend the winter in Mobile, 
Ala. 

Dr. Harry 8. Allen, New Boston, is being treated in a Chicago 
hospital. 

Dr. J. M. Cody, Tremont, is convalescent after a serious illness and 
operation. 

Dr. W. E. Mercer, a recent graduate of Keokuk, Iowa, has located in 
Mt. Carmel. 

Dr. and Mrs. Daniel R. Brower left Chicago for Egypt and Palestine 
January 23. 

Dr. John W. Peters, Mount Carroll, has been appointed physician of 
Carroll County. 

Dr. Constantine H. Murphy, Chesterfield, is reported to be seriously 
ill at his home. 

Dr. and Mrs. S. M. Parker, Aviston, have gone to Redlands, Cal., to 
spend the winter. 

Dr. R. O. Lacey, Carbondale, who has been seriously ill, is reported 
to be convalescent. 

Dr. A. Doe has been made knight of the Order of St. Olaf by King 
Hakon, of Norway. 

Influenza is more prevalent in Chicago than at any time since the 
winter of 1889-1890. 

W. F. Elgin, M.D., continues in charge and direction of the Mulford 
Vaccine Laboratories. 

Dr. Emmett A. Garrett, Peoria, has been appointed assistant physi- 
cian to Peoria County. 

Dr. Marcus Reichmann has been appointed lecturer on radiology at 
the Chicago Policlinic. 

Dr. D’Orsay Hecht has been appointed attending neurologist to the 
St. Elizabeth Hospital. 

Dr. John P. Sprague has returned to Chicago and announces his resi- 
dence at 426 Oak Street. 

Dr. A. W. Hinman, Dundee, recently underwent an operation at the 
Sherman Hospital, Elgin. 

Fire destroyed the offices of Drs. Adams A. and William E. Franke, 
at Newton, December 6. 
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Dr. Amos 8. Bickel, North Chillicothe, is still seriously ill at the St. 
Francis Hospital, Peoria. 

Dr. A. Fields, of Chicago, has purchased the practice of Dr. French 
and removed to Stonington. 

Dr. Charles A. Allen, Virden, has returned from St. Louis, where 
he recently underwent operation. 

Another World’s Fair is to be held in Seattle in 1909, to be called the 
Alaska-Yukon-Pacifie Exposition. 

Dr. S. L. MeCreight, 100 State street, Chicago, and family are spend- 
ing the winter in Los Angeles, Cal. 

Dr. Daniel R. Brower has been elected president of the Senn Club, 
vice Dr. Fernand Henrotin, deceased. 

The spread of scarlet fever in Aledo has been checked, and no new 
cases have appeared for several days. 

Dr. and Mrs. Edward J. Streeter, who are now in Vienna, expect to 
return to Chicago in the early spring. 

Dr. George W. Parker has been appointed supreme medical examiner 
for the Peoria Life Insurance company. 

Dr. B. F. French, who has practiced for some time at Stonington, 
Christian County, has removed to Chicago. 

Parke, Davis & Co. have recently occupied their new building just 
completed at 50 Franklin Street, Chicago. 

Dr. John -H. Chew has been elected president of the Chicago Poli- 
clinie, vice Dr. Fernand Henrotin, deceased. 

Dr. S. J. Boyd and family, 413 Washington Boulevard, have taken a 
cottage for the winter at Ocean Springs, Miss. 

Plans are being prepared for a five story addition to the Hospital of 
St. Anthony of Padua, to cost about $100,000. 

Dr. Walter B. Stewart has been appointed health commissioner of 
Joliet, vice Dr. William A. McRoberts, resigned. 

Dr. Wilhelmina H. Jacobs has been appointed assistant physician at 
the Illinois Southern Hospital for the Insane, Anna. , 

Peoria is reported to have fifteen cases of typhoid fever on East Bluff, 
and these have been traced to an infected milk supply. 

The commissioners of Cook County have invited proposals for an auto- 
mobile ambulance, for the use of Cook County Hospital. 

Dr. William Cuthbertson was thrown from his automobile in a colli- 
sion with a wagon recently and suffered severe contusions. 

Mr. Chafee has introduced a bill in the Senate to regulate the prac- 
tice of osteopathy and provide for a state board of examiners. 

Dr. J. C. Westervelt, Shelbyville, chief medical inspector of the State 
Board, has assumed the duties of assistant secretary of the board. 

Evanston, Oak Park, Wilmette and Kenilworth schools have been 
closed on account of the prevalence of scarlet fever and diphtheria. 

Dr. J. E. Burkeley is reported to have been injured in the wreck of a 
suburban train on the Lake Shore Road near Hammond January 18. 
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The village of Rossville and its vicinity are reported to be suffering 
from an epidemic of scarlet fever. All schools in the township are closed. 

Dr. Hasleu, Grand View, is reported to have been injured in the 
explosion which destroyed a passenger train at Sanford, Ind., January 19. 

Dr. Frank Billings, Chicago, has been elected chairman of the con- 
sulting staff of the Cook County Hospital, vice. Dr. Henrotin, deceased. 

Dr. William L. Secor has opened a private sanitarium to be known 
as Thornton Villa, at La Grange, IIl., especially for physiologic therapeu- 
tics. 

Dr. Theodore C. Hays, Canton, was injured in a wreck near Chicago 
December 11, breaking his leg and sustaining severe contusions of the 
body. 

Smallpox is reported in North Chillicothe, Hoopeston, Stronghurst, 
Wyoming, Casselton, Toulon, East Peoria, Burrowsville and Jackson- 
ville. 

The Mayor of Dekalb announces the quarantine against scarlet fever 
is being strictly respected, and that the disease appears to be under 
control. 

E. D. Reed, M.D., of Ann Arbor, Mich., has been engaged to direct 
research work in the Mulford Laboratories, particularly in pharmacology 
and physiological chemistry. 

A fire broke out in the attic of the South Chicago Hospital, January 
12 and necessitated the temporary removal of seventeen patients, but 
little damage was done. 

Dr. William W. VanWormer, Girard, has been appointed division 
superintendent of the Chicago and Alton Railroad, vice Dr. Charles A. 
Allen, Virden, resigned. 

Dr. J. C. Westervelt, inspector for the State Board of Health, reports 
that the diphtheria situation in the southern and western part of Iroquois 
County is much improved. 

Drs. Jeremiah H. Stealy, Freeport, and D. Carson Smith, Stockton, 
had a narrow escape from drowning while crossing a frozen creek early 
on the morning of December 30. 

The Wabash County Medical Society, at its recent meeting, passed 
resolutions laudatory of the late Dr. Jacob Schneck, Mount Carmel, and 
expressive of sorrow at his death. 

Dr. Edward L. Mitchell, Monmouth, was struck by a falling ladder 
at the Monmouth Hospital, January 7, which temporarily stunned him 
and caused a severe scalp wound. 

The Chicago Methodist Social Union has planned for a grand meet- 
ing to be held in the interest of Wesley Hospital for the purpose of rais- 
ing the endowment fund of $100,000. 

C. P. Bruning of Pea Ridge, is reported to have been tried before a 
jury at Mount Sterling for practicing as a physician without a state 
license, and to have been fined $100 and costs. 

Dr. E. F. Baker, inspector of the state board, reports that several 
deaths from scarlet fever have occurred in Knox County, due primarily 
to failure to observe the quarantine regulations. 
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Evanston claims to be one of the healthiest cities in the country, with 
a death rate of 9.33 per 1,000 for 1906. Pneumonia caused 30 deaths and 
tuberculosis 22, out of the 215 deaths of the year. 

One of the most recent inventions for the convenience of transporta- 
tion of invalids, and with all the requisites of the model sick room, has 
been installed by the Boston & Maine Railroad Company. 

Dr. Albert Dahlberg, who was found guilty by a jury for the illegal 
selling of cocain, is reported to have been fined $200 January 3, and to 
have been sent to the house of correction until payment of the fine. 

The City Council of Chicago has been asked to appropriate $15,000 
for the employment of additional medical inspectors, their work being 
needed to combat the present epidemic of scarlet fever and diphtheria. 

By the will of the late Bernard Neu, who died October 1 in Hamburg, 
$500.00 is bequeathed to Michael Reese Hospital, and $200 each to St. 
Luke’s and Alexian Brothers’ hospitals, and the Home for Incurables. 

Dr. Clinton Helm, dean of the medical profession at Rockford, an- 
nounces that he will retire from active practice February 25, on the 
fifty-fifth anniversary of his graduation from the University of Iowa. 

At the annual meeting of the State Board of Health in Springfield, 
January 15, Dr. George W. Webster, Chicago, was reélected president, 
and Dr. James A. Egan, Springfield, was reélected secretary and treasurer. 

The Cook County commissioners have decided to eliminate official 
recognition of the medical sects in the Cook County Hospital. All medi- 
cal men from this time will be appointed strictly on a basis of efficiency. 

The superintendent of the Chicago Visiting Nurses’ Association, at 

the annual meeting, reported that 71,980 visits have been made by the 
nurses of the association to the sick and suffering of Chicago during the 
year. 
- All but 10 per cent. of the $700,000 necessary to build the new home 
for the Michael Reese Hospital has been subscribed. At a dinner held at 
the Standard Club, December 27, pledges were received amounting to 
$230,000. 

From February 11 to 23 there will be presented at Powers’ Theater a 
play, “The Strength of the Weak,” one of the authors of which is Dr. 
Alice M. Smith, a graduate of the Northwestern University Woman’s 
Medical School. 

Mr. Chipperfield has introduced a bill to establish a hospital for the 
treatment of deformed children, authorizing the appointment of a board 
of trustees to ask for a donation of site and providing for an appropria- 
tion of $60,000. 

The American Public Health Association held its annual meeting at 
Mexico City on Monday, Tuesday, Wednesday, Thursday and Friday, 
December 3, 4, 5, 6 and 7, under the presidency of Dr. F. C. Robinson, 
of Brunswick, Maine. 

Dr. W. P. Spratling announces a prize of $500, offered by the Associa- 
tion for the Study of Epilepsy, for the best essay on the etiology of that 
disease. The prize is given by persons interested, heart and soul, in the 
work of the Association. 
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Miss Eleanor White, who declared herself to be a graduate of the 
College of Physicians and Surgeons in Chicago, was placed in the city 
hospital of St. Louis, January 19, suffering from a nervous breakdown, 
as a result of overstudy. 

The Evanston Medical Science Association has been incorporated with 
the object of collecting and maintaining a medical library, not for profit. 
The incorporators are William G. Alexander and Drs. Stephen V. Balder- 
ston and Edward H. Webster. 

Dr. E. F. Baker, inspector of the state board of health, reports that 
an epidemic of diphtheria in the city of DeKalb was due to the Christian 
Scientists, who treated some cases of this disease and neglected to report 
the same to the state board of health. 

At the annual meeting of the Children’s Hospital Society, January 
6, $1,300 was ordered to be distributed to the various hospitals where 
children have been cared for. Dr. Frank Billings was reélected president 
of the society, and Dr. Frank S. Churchill, secretary. 

The Tazewell County Medical Society, at a meeting held in Pekin, 
January 9, resolved to ask the newspapers to omit names of physicians in 
connection with items referring to accidents or illness. The next meeting 
of the society will be held in Washington in February. 

The State Board of Health is circulating a warning to the public 
against “the so-called ‘traveling specialists’ who come from time to time 
into the various communities, their visits heralded by bold display ad- 
vertisement in the newspapers, or by showy handbills.” , 

At the quarterly meeting of the Coles County Medical Society, at 
Charleston January 8, stringent resolutions were passed with reference 
to the appearance of names of members of the society in the lay press, 
in connection with accidents and operation and the like. 

The following have been elected officers of the medical staff of the 
Marks Nathan Jewish Orphan Home: President, Dr. L. J. Pritzaker; 
vice-president, Dr. M. Meyerovitz; secretary, Dr. Melchior Whise; di- 
rectors, Drs. T. P. Sacks, H. J. Davis and T. B. Diamond. 

Notice was given to the board of education at Galesburg by the 
Board of Health annulling the order which requires all pupils attending 
public schools to be vaccinated. This action was taken on account of the 
diminution of smallpox and the failure of new cases to appear. 

The jury in the case of Miss Anna Ragan, of Wagner, IIl., against 
Dr. J. W. Botkin, of Verdin, failed to agree on a verdict in a trial re- 
cently held in Carlinville. This is the second trial of this case in which 
Miss Ragan charges Dr. Botkin as being the father of her child. 

Dr. William Noyes, editor of the Journal of the American Chemical 
Society, and chief chemist of the bureau of standards at Washington, 
D. C., has accepted the position of professor of chemistry and director 
of the chemical laboratory in the University of Illinois, Urbana. 

The late Otto Young bequeathed $20,000 to the Chicago Home for 
the Friendless and $400,000 to the Chicago Home for Incurables, as a 
separate fund, the income of which is to be used for the maintenance 
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of the building already erected by Mr. Young on the grounds of that 
institution in memory of his son. 

Dr. P. G. Manley, of Mt. Carmel, who has had a most extensive prac- 
tice in this community for thirty-eight years, will soon leave for Mexico, 
where he has a large ranch, hoping to regain his health, which has been 
failing ever since he received a severe injury by being run down by a 
railroad train about two years ago. 


Arthur P. Hitcuens, M.D., succeeds J. J. Kinyoun, M.D., as director 
of the biological laboratories of M. K. Mulford Company. Dr. Hitchens 
has been connected with the Mulford Biological Laboratories for the past 
eight years, during the greater period of that time having had personal 
charge of the preparation of antitoxins and curative sera. 

Judge McEwen, of Chicago, recently upheld the ethics of the Chicago 
Undertakers’ Association in its demand that a member shall not solicit 
at the home of a person dying or dead, and decreed that the association 
had a right to expel Richard A. Allen, 284 North Clark street, unless he 
paid a fine imposed by it for his alleged unprofessional conduct. 

The president of the Illinois State Board of Charities has sent a com- 
munication to the attorney general urging the necessity of a resident 
head for the office force of the board, one who should be more than a 
secretary or a clerk, and who should be provided with a sufficient number 
of assistants. Mr. Graves is, it is said, mentioned for the new position. 


The telephone question in Chicago seems to be a rousing one and 


physicians should be careful how they commit themselves to either party 
now striving for a franchise. Meanwhile the Chicago Medical Society 
is doing good work in securing for medical men a three cent rate from 
druggists’ phones, the rate which the druggist has to pay for outgoing 
calls. 


A sea career is opening for several hundreds of nurses. Two graduate 
nurses from New York Hospital have been placed on passenger steam- 
ships of the Hamburg American line, and more will be needed. Other 
first-class steamboat lines will, no doubt, follow this example, and the 
trained nurse will become a recognized necessity in the first class steam- 
ship, as the physician now is. 

Dr. Charles St. Clair, 400 Washington Boulevard, Chicago, was held 
to the criminal court by a coroner’s jury in Cook County, January 19, 
on the charge of performing an illegal operation on Miss Emma Johnson, 
eighteen years old, 1618 Fulton Street. The girl died at the County 
hospital, January 13. This man’s name is not found in any authentic 
register of physicians. He is said to be 70 years of age. 

Mr. H. M. Hana and Col. 0. H. Payne, have each given $100,000 
to the Western Reserve University of Cleveland, for the building, equip- 
ment and endowment of a laboratory of experimental medicine in the 
medical school. Dr. George N. Stewart, head of the physiologic depart- 
ment of the University of Chicago, has been elected the first incumbent 
of the chair of experimental medicine in the university. 
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Dr. C. B. Taylor has resigned his place as superintendent of the IIli- 
nois Asylum for Feeble-minded Children in Lincoln. It is stated that 
Dr. Walter Fernald, superintendent of the asylum for feeble-minded in 
Massachusetts, has been offered the place, but has declined the appoint- 
ment because his home state raised his salary. It is understood that a 
suitable man is desired to take this place, but has not yet been found. 


Plans for establishing funds in memory of the late Dr. Christian 
Fenger, from which will be awarded annual cash prizes for original re- 
search in bacteriology, surgery and pathology, resulted, on December 26, 
in the incorporation of the Fenger Memorial Association. The incorpora- 
tors are: Drs. Frank Billings, Ludvig Hektoen, Karl Doepfner, George 
Webster, Charles S. Bacon, William T. Belfield and John B. Murphy. 


An examination will be held in Chicago, January 22, under the direc- 
tion of the Civil Service Commission, by a board of examiners composed 
of Drs. Hugh T. Patrick and W. A, Evans, Chicago, and Dr. Vaclav H. 
Podstata, Elgin, to select a psychopathologist for the Cook County Insane 
Hospital, Dunning. The salary is fixed at $2,400 in addition to living 
expenses, and an excellent opportunity for original research is furnished. 

Miss Lucene Matthews, of 3832 Aldine place, an antivivisectionist, 
recently appeared before a meeting of the Chicago City Council and 
complained of the methods of the city dog catchers and vivisection. Miss 
Matthews stated that she would rather lose her life than sacrifice the life 
of a single dog unnecessarily and inquired the views of the aldermen 
upon this question. The response from several city fathers was that they 
would prefer to sacrifice the lives of all the dogs in Chicago rather than 
lose their own. 

At a meeting of the Chicago City Council, November 12, Alderman 
Young presented an ordinance, which was passed, prohibiting the re- 
moval of the Chicago Lying-in Hospital from its present location to the 
site facing Washington Park. The ordinance provides that before a hos- 
pital can be opened in any neighborhood frontage consents from the sur- 
rounding property owners must be secured. This ordinance also affects 
the McCormick Memorial Hospital for Infectious Diseases. 


The Illinois civil service commission will soon call examinations for 
pathologists, physicians, assistant physicians and internes. These posi- 
tions pay from $75 to $125 per month and board, with the exception of 
internes who will receive $25 per month and board; also a director of the 
state Psychopathic Institute, at a salary of $3,000 per year and board. 
Physicians who wish to try for this place should notify the secretary, 
Joseph C. Mason, Springfield, Ill., so that they will be intense when the 
examinations will be held. 

Dr. W. A. Evans of Chicago delivered an address on Tuberculosis 
before the Jacksonville Society for the Prevention of Tuberculosis at 
its annual meeting Jan. 12, 1907. The meeting was attended by 300 
laymen who seemed to be interested. The society also had some statistics 
on local conditions that were of much interest. The same officers for 1906 
were reélected for 1907. It was also decided to try to have a tubercular 
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exhibit in 1907. Dr. Evans also addressed the Medical Fraternity the 
same afternoon on Medical Defense Fund. 

After a hunt which lasted more than twelve months and extended 
from Maine to California and from Florida to Washington, Fred J. 
Bailey, an insurance swindler preying particularly upon physicians, was 
run to earth in Davenport and was sent to the state prison, pleading 
guilty and waiving trial. His*plan was to interview physicians and offer 
them the position of medical examiner for a certain life insurance com- 
pany, stipulating that they should take one share of stock, half to be 
paid for in cash and half in medical services. Thousands of medical 
men and women have been swindled. 


The board of trustees of the Asylum for Feeble Minded Children at 
Lincoln, has elected Dr. Harry Godfrey Hart first assistant physician at 
the Northern Hospital for the Insane .at Elgin, as superintendent of the 
Asylum for Feeble Minded Children at Lincoln, vice Dr. C. B. Taylor, 
resigned. Dr. Hart graduated from the College of Physicians and Sur- 
geons in 1900; served as assistant Cook County physician at the detention 
hospital in 1900 ; was appointed assistant physician at the Illinois Eastern 
Hopital for the Insane at Kankakee in 1901; was appointed first assistant 
physician of the Illinois General Hospital for the Insane at Jacksonville 
in 1905; and was transferred to a like position at the Illinois Northern 
Hospital for the Insane at Elgin in 1906. He is a member of the Elgin 
Physicians’ Club, Chicago Medical Society, the Illinois State Medical 
Society, and the American Medical Association. He was recommended 
for appointment to Governor Deneen by the State Board of Charities at 
its meeting at Springfield, January 18. 

According to the report of the Department of Health of the Isthmian 
Coal Commission for the month of September, 1906, seven white men 
out of a total of 5,000 died, two of disease and five from violence. Both 
of the white men died of pneumonia; one was a Greek and the other a 
Jamaican, and both had been on the isthmus for eight months. There 
are about 4,800 Americans on the isthmus, and Dr. Gorgas says: “I 
think it is worthy of remark that 5,000 Americans recently from a tem- 
perate zone should have been able to pass two months during the height 
of the raining season, their work extending forty miles through tropical 
jungle, without a single death from disease of any kind. The figures 
with regard to employés are absolute. We get the actual number of 
employés from our pay rolls, and the deaths from the hospital reports 
and the cemetery reports.” There are about 1,000 women and ‘children, 
wives and families of the American employés on the isthmus, and none 
of these died of disease during August and September. 

Mr. Norman W. Harris, of the Board of Trustees, has made a gen- 
erous gift to the Northwestern University which will enable it hereafter 
to maintain an annual course of University lectures beginning with the 
present year. Announcement of the opening series will be given in due 
course. The conditions of the gift require that the lectures shall be based 
on a considerable body of original research, that they shall be delivered 
at the Northwestern University for the first time, and shall be published 
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in the form of a volume bearing on the title page a statement that they 
were delivered at the Northwestern University upon the N. W. Harris 
Foundation. The field of scholarship in which they shall be given is not 
restricted, and the lecturers may be chosen from foreign countries as well 
as from the United States. No member of the faculty of the North- 
western University is eligible to appointment. One thousand dollars or 
more will go to the lecturer as well as all profits from the sale of the 
volume. 





MALPRACTICE SUITS. 

Suit for malpractice has been instituted in Platt County by Elzie 
Varvil against Alvin Ward, M.D., of Bement. This suit,is brought by 
plaintiff jo obtain damages which he claims in the amount of $10,000, 
for alleged malpractice during the period he had a broken leg. Only the 
precipe has been filed and it is said that this is the basis for the suit. 

Dispatches from Bloomington state that Dr. E. P. Sloan, of Danvers, 
has been sued by A. L. Stahley, a farmer of Danvers, for $11,000. The 
first suit is for $1,000, brought to recover money paid to the defendant 
for an operation upon Miss Stahley, the claim being that the operation 
was not performed. The second suit for $10,000 was based on allegations 
on the part of Mr. Stahley that the defendant, after failing to perform 
the operation for appendicitis for which he charged, made reports in 
regard to the nature of the operation which reflected on the character of 
the young woman. 


Dr. A. P. Rockey, of Assumption, has been made defendant in a suit 
for malpractice in treating an abscess of the breast in the Circuit Court 
of Christian County. Dr. J. N. Nelms, member of the medical defense 
committee of Taylorville, thinks there will be no difficulty in securing a 
judgment for Dr. Rockey in case this matter should come to trial. 





NEW INCORPORATIONS. 

The secretary of state at Springfield has licensed the following cor- 
porations : 

F. R. Greene Medicine Company, at Chicago; capital, $2,500; manu- 
facturing and mercantile; incorporators, B. L. Hayes, F. C. Walters, 
J. R. Monahan. 

Hunter Medical School, at Chicago; not for profit; educational ; in- 
corporators, Henry C. Anthony, Henry F. Lewis, Ross C. Whitman. 

Kermer Remedy Company, East St. Louis; capital, $2,500; manu- 
facturing and sale of medicines; incorporators, Charles F. Merker, Anna 
Merker, Henry F. Merker. 





MARRIAGES. 
Frank R. WHEELER, M.D., to Miss Jean MacMurdo, both of Auburn, 
Ill., Jan. 19, 1907. 
Joun T. Riess, M.D., to Miss Mary T. Spitz, both of Baldwin, IIl., 
December 22. 
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Lro E. Scunewer, M.D., to Miss Lenore Hartnett, both of Oregon, 
Ill., in Chicago, December 2. 

EpWArD CHRISTIAN WRIGHTSMAN, M.D., to Miss Anna Sand, both of 
South Chicago, Ill., December 25. 

Witt1am B. Wuerry, M.D., River Forest, Ill., to Marie Eleanor 
Nast, M.D., at Cincinnati, December 29. 

T. A. Bryan, M.D., Lerna, IIl., to Miss Vivian Hadley, of Plainfield, 
Ind., December 25. 

Epwarp C. Winans, M.D., Chicago, to Miss Lona Luena Fancher, of 
Hammond, Ind., recently. 

JAMED LurHER CuurcH, M.D., to Miss Mary Priscilla Kellogg, both 
of De Kalb, Ill., December 25. 

THomas WALTER Curry, M.D., to Miss Ethel King, both of Streator, 
Ill., at Ottawa, Ill., January 3. 

Grorce W. Tape, M.D., Arrowhead, Cal., to Miss Emma Langen- 
hagen, of Chicago, at Los Angeles, December 18. 





DEATHS. 


Barnet L. Bonar, M.D., died at his home in Streator, Ill., December 
22, aged 54. 

J. L. Pratt, of Blue Mound, IIl., died recently at San Bernardino, 
Cal., aged 74. 

HerMAN SreIn, M.D., for the last twelve vears a resident of Chicago, 
died at his home, December 23, aged 80. 

Isaac Benson Ennis, M.D., died at his home in Chebanse, IIl., 
December 25, after an illness of ten days, aged 36. 

Dr. Amos W. Gausz, of Centralia, graduate of the University of 
Tennessee in 1888, died January 13, aged 60 years. 

Ase. C. BrncHaM, a practitioner of Harvard, Ill., for thirty years, 
died in Hahnemann Hospital, Chicago, December 6, from paralysis. 

James W. Stanpiey, M.D., died at his home in Alexis, Ill., December 
23, from angina pectoris, after an illness of two weeks, aged 48. 

CLarE SuMNER LEARNED, M.D., was found dead in his apartments in 
Chicago, January 9, from accidental gas asphyxiation, aged 25. 

Frepertck A. Wacconer, M.D., a well-known practitioner of Hamil- 
ton, Ill., died January 1 at Boulder, Colo., where he had gone for his 
health, aged 34. 

James Netson Banks, M.D., a practitioner of Chicago until his 
retirement a few years ago, died at his home in Kenilworth, Ill., Decem- 
ber 11, aged 90. 

Joun L. Connetiy, M.D., for many years a resident of Harristown, 
Ill., died at his home in that village, January 1, from heart disease, 
after a long illness, aged 60. 

Oscar Morritt Ine, 888 West Harrison street, Chicago, died Jan. 
19, 1907, in his thirty-sixth year. Dr. Ide graduated from the College 
of Physicians and Surgeons of Chicago in 1894. 
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Cxiark Leavitt, M.D., a member of the Vermilion County Medical 
Society since its organization, died at his home in Danville, Ill., December 
19, after an illness of about six months, aged 73. 

Dr. O. K. Reynotps, formerly of Fieldon, Jersey County, and Kane, 
Greene County, died in Oklahoma Jan. 14, 1907. The doctor had resided 
in Oklahoma for about two years. He was nearly 74 years of age. 

Joun W. Franxuin, M.D., Kentucky School of Medicine, Louisville, 


Jacos SCHNECK, M.D. 


1865 ; one of the oldest practitioners of Coles County, Illinois, died sud- 
denly at his home in Diona, IIl., from rheumatism of the heart, December 
19, aged 67. 

Mark M. THompson, M.D., a member of the American Institute of 
Homeopathy and a professor in the Chicago Homeopathic College, was 
struck by a train, December 27, at Austin, Ill., and died a short time 
after, aged 51. 
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Roya Porter Wates, M.D., Homeopathic Medical College of Mis- 
souri, St. Louis, 1861; a member of the American Medical Association 
and one of the early physicians of Carroll County, Illinois, who lived at 
Lanark for many years, died at his home in Colorado Springs, Colo., 
January 1, after a long illness, aged 67. 

Jacop Scuneckx, M.D., graduate Chicago Medical College, 1871, 
died at his home in Mt. Carmel Dec. 18, 1906. Dr. Schneck was a mem- 
ber of the American Medical Association, Illinois State Medical Society 
and the Railway Surgeons’ Association. He was surgeon for the Cairo 
division of the Big Four system and Illinois Central Railroad. 

He graduated from Rush in 1902, in the same year located at New 
Boston. He leaves a wife, to whom he was married in 1904, and one 
son, John I., about a year old. He was mayor of New Boston at the 
time of his death; had been president of the County Society and was a 
member of the Masonic and Knight Templar bodies and of the Odd 
Fellows. 

Harry 8. Aten, M.D., son of Dr. J. S. and Florence C. Allen, died 
at his home in New Boston, Jan. 18, 1907, from malignant growth in- 
volving the abdominal organs. He graduated from Rush in 1902, in the 
same year located at New Boston. He leaves a wife, to whom he was 
married in 1904, and one son, John I., about a year old. He was mayor 
of New Boston at the time of his death ; had been president of the County 
Society and was a member of the Masonic and Knight Templar bodies 
and of the Odd Fellows. 





BOOK NOTICE. 


AMERICAN Practice or Surgery. A Complete System of the Science and Art of 
Surgery by Representative Surgeons of the United States and Canada. LEdi- 
tors: J. D. Bryant, M.D., and A. H. Buck, M.D., New York City. Complete in 
eight volumes. Illustrated. Vol. I, Cloth, pp. 818. Price, $7.00. New York: 
William Wood & Co., 1906. 

Probably no more capable editors of a system of surgery can be found 
than Prof. J. D., Bryant, President of the American Medical Association 
and author of a popular surgical work, and A. H. Buck, of New York, 
who has been engaged for a number of years in work of this kind. 

The first volume of this system has been received and promises well 
for the remaining volumes. The introduction of “The Evolution of 
American Surgery,” by Dr. Stephen Smith, of New York City, is a 
splendid effort by that nestor of American surgery. Dr. Smith’s career 
dates from the early fifties and has been such that he has personally 
known nearly every one of the prominent American surgeons who have 
brought about results in the past hundred years. 

The other articles are of a high standard by authorities on the par- 
ticular subjects treated. 

The volume is beautifully printed, the paper is good, the type clear 
and illustrations excellent. Our readers should certainly heve this series 
in their libraries. 
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REPORT OF THE COUNCIL ON PHARMACY AND 
CHEMISTRY. 


We reprint herewith from The Journal of the American Medical Asso- 
ciation, for September 15, the first installment of the report of the Coun- 
cil on Pharmacy and Chemistry. Additional” installments will appear 
from time to time. The importance of these reports is too evident to need 
-comment. For the first time in the history of the organized profession, 
a scientific commission, whose ability and probity is above suspicion, has 
reported on preparations regarding which heretofore we have had only the 
report of those interested, financially and otherwise, in their exploitation. 


ACETOZONE. 

“ mixture of equal parts of benzoylacetyl peroxide and an inert absorbent 
powder. 

Actions and Uses.—Benzoylacetyl peroxide belongs to a class of compounds 
known as the organic peroxides in which an excess of oxygen has been com- 
bined in such a way that it is somewhat slowly given off in a nascent condition. 
On contact with water it hydrolyzes, forming benzo-peracid and aceto-peracid 
which exert marked oxidizing and germicidal action. In consequence of this 
change, these compounds are thought to be particularly adapted for internal 
administration. The germicidal and antiseptic properties of this substance have 
been attested by the experimental results of several observers. It has been 
used in ophthalmic, aural and nasal practice with asserted good effects as an 
antiseptic. It has also been applied internally, especially in typhoid fever, with 
a view to the disinfection of the intestinal canal, and appears to be an intestinal 
antiseptic. Dosage.—Acetozone is generally employed in aqueous solution pre- 
pared as follows: Add acetozone to warm water in the proportion of 1 Gm. to 
1000 Ce. (15 grains to the quart), shake vigorously for five minutes, and allow 
to stand for about two hours. Decant the liquor as required. This solution 
may be drunk ad libitum, two quarts or more being taken by an adult in twenty- 
four hours. Acetozone is also used in oily solution as an inhalant. Manufactured 
by Parke, Davis & Co., Detroit, Mich. 

ACETOZONE INHALANT. 

A solution of benzoylacetyl peroxide in liquid petrolatum. Formula: One 
hundred grammes contain: Benzoylacetyl peroxide, 1.0 Gm.; chloretone 
(chlorbutanol), 0.56 Gm.; Refined liquid petrolatum, 98.5 Gm. 

Dosage.—It is to be inhaled in the form of a very fine spray, or nebula, best 
produced by an atomizer especially designed for oily liquids, Prepared by Parke, 
Davis & Co., Detroit, Mich. 

ACET-THEOCINSODIUM. 

Acet-theocinsodium, C,H,N,O,.Na + CH,.COONa, a double salt of sodium acetate 
and 1.3 dimethylxanthine-sodium (theophyllinsodium). 

Actions and Uses.—It has the diuretic properties of theocin, reinforced by the 
diuretic action of sodium acetate, and, being more soluble, it has been claimed 
to be more readily absorbed and better tolerated than theophylline. It is recom- 
mended in cardiac affections, nephritis, dropsy, ete. Dosage.—0.2 to 0.35 Gm. 
(3 to 5 grains), best given after meals. Manufactured by Farbenfabriken vorm. 
Friedr. Bayer & Co., Elberfeld, Germany (Continental Color and Chemical Co., 
New York). 

ADNEPHRIN EMOLLIENT. 

Recommended as a local application where prolonged use is required. Pre- 

pared by F. Stearns & Co, Detroit, Mich. 


ADNEPHRIN OIL SPRAY. 


The preparation is applied as a spray to the mucous membranes in congestive 
and inflammatory affections, preferably after washing with Dobell’s solution. 
Prepared by F. Stearns & Co., Detroit, Mich. 


ADNEPHRIN SOLUTION. 


A sterile solution 1-1000 of the suprarenal active principle in physiologic salt 
solution containing one-half of one per cent. of methaform (chlorbutanol). 
Actions and Uses.—The actions and uses of this preparation are described 
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under Suprarenal Alkaloid. Dosage—The dose internally is from 0.2 to 2.0 Ce. 
(3 to 30 minims) in water. Adnephrin is also used in oily solution as a spray, 
see Adnephrin Oil Spray, and in the form of ointment, see Adnephrin Emollient. 
Prepared by F. Stearns & Co., Detroit, Mich. 

ADRENALIN. 

The active alkaloid of suprarenal gland, prepared by the method of Takamine, 
see Suprarenal Alkaloid. 

Dosage.—Locally, 1-1000 to 1-15000 solution, as the chloride. Internally, 0.3 
to 2 Ce. (5 to 30 mm.) of 1-1000 solution. Hypodermically, 1 to 15 drops of 
1-1000 solution, diluted with sterile water. Manufactured by Parke, Davis & Co., 
Detroit, Mich. 

ADRENALIN CHLORIDE SOLUTION. 
Dosage.—See adrenalin. Prepared by Parke, Davis & Co., Detroit, Mich. 
ADRENALIN SUPPOSITORIES. 

1 part of adrenalin to 1000 parts of oil of thebroma (cocao butter). Each 

suppository weighs about 1 Gm. (15 grains). Prepared by Parke, Davis & Co., 


Detroit, Mich. 
AGURIN. 


Agurin, C;H,N,O.Na + NaC.H,0., a double salt of sodium acetate and theo- 
bromine-sodium. 

Actions and Uses.—It acts like theobromine, over which it has the advantage 
of great solubility and that it is well tolerated by the stomach. While inferior 
in diuretic power to theophyllin (which see), it is said to have greater power 
in sustaining the diuresis produced. Dosage.—0.5 to 1 Gm. (7 to 15 grains), 
preferably in wafers or capsules. If in solution, this should be freshly prepared 
(with peppermint water) and without sugar or mucilage. Manufactured by 
Farbenfabriken vorm. Friedr. Bayer & Co., Elberfeld, Germany (Continental Color 
& Chemical Co., New York). 


ATROL. 
Airol, C,H,(OH),(COOBiI(OH) ) =C,;H,O,IBi, a combination of bismuth 
oxyiodide (subiodile) and gallie acid. 
Actions and Uses.—As it liberates iodine in the nascent state in the presence 


of wound secretions it has been recommended as a desirable and efficient substi- 
tute for iodoform in the treatment of wounds, burns, skin diseases, gonorrhea, 
ete. Dosage.—It is used externally in the pure state or diluted with talc, or in 
the form of a 10 per cent. suspension in equal parts of glycerin and water, or 
as a 10 to 20 per cent. ointment with 2 parts of petrolatum and 7 parts of wool 
fat. Manufactured by F. Hoffman-LaRoche & Cie., Basle, Switzerland (The 
Hoffman-LaRoche Chemical Works, New York). 
ALPHA-EUCAINE HYDROCHLORIDE. 

Alpha-eucaine hydrochloride is the hydrochloride of benzoyl-methy]-oxypiperi- 
dine-carbonic methyl ester. 

Actions and Uses.—The action of alpha-eucaine is similar to that of cocaine, 
but it is regarded as three and three-fourths times less toxic than cocaine. In 
large doses it first stimulates and then paralyzes the central nervous system; it 
slows the heart and produces a fall of blood pressure. Locally it acts like cocaine 
as an anesthetic, but dilates the blood vessels instead of contracting them. It 
does not dilate the pupil. It is more irritating to the mucous membrane than 
cocaine or than beta-eucaine. It has a moderate bactericidal action. It is used 
as a substitute for cocaine in general and minor surgery, but beta-eucaine is 
preferred for applications to the eye. Dosage.—2 to 5 or even 9 per cent. solu- 
tions. Not more than 2 Cc. (30 minims) of a 4 per cent. solution should be 
used at one time. Manufactured by Chemische Fabrik auf Actien. vorm. E. 
Schering, Berlin (Schering & Glatz, New York). 

ALPHOZONE. 

Alphozone, (COOH.CH,CH.CO),.0,=C,H,,0,, an organic peroxide resulting 
from the action of hydrogen dioxide on succinic anhydride. 

Actions and Uses.—Alphozone belongs to the class of organic peroxides, and 
by its powerful oxidizing power becomes a germicide and antiseptic. Dosage.— 
Alphozone is also marketed in the form of tablets containing, each 0.065 Gm. 
(one grain), of alphozone, which are used for making solutions, one tablet to 
60 Ce. (2 fluid ounces) of water giving a solution (1 to 1000) suitable for general 
external use; but, as a nasal douche, one tablet in 180 Ce. (6 fluid ounces) of 
water is often preferred. Manufactured by F. Stearns & Co., Detroit, Mich. 
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ALUMNOL. 


The aluminum salt of Q-naphtholdisulphonic acid, Al, (C,H,-OH.(SO,),),= 
AL,CoH,:02,8,. 

Actions and Uses.—It is an astringent and mild antiseptic. It is claimed 
that it can be used as a mild astringent, an irritant or a caustic, according to 
the strength of the solution, and it is asserted that it exerts a peculiarly destruc- 
tive action on gonococci, It has been recommended for a variety of affections in 
which a caustic, astringent or antiseptic is indicated. It has been particularly 
recommended for gonorrhea in females, especially when affecting the endo- 
metrium. Dosage.—As a surgical antiseptic, in 0.5 to 3 per cent. solutions; in 
gynecology, in 2 to 5 per cent. solutions; in otology and laryngology, either as 
powder or in %4 to 1 per cent. solution as douches, washes or gargles; as cautery, 
in 10 to 20 per cent. solution. Manufactured by Farbwerke, vorm. Meister, 
Lucius & Bruening, Hoechst a. M. (Victor Koech] & Co., New York). 


AMINOFORM. 


A name applied to Hexamethylenamina, U. S. P. Sold by C. Bischoff & Co., 
New York. 
ANESTHESIN. 


Anesthesin, C,H,(NH,) (COOC,H,) 1:4==C,H,,0,N the ethyl] ester of paramido- 
benzoic acid, obtained by the reduction of paranitrobenzoic acid. 

Actions and Uses.—It was introduced as a substitute for cocaine and is a 
local anesthetic, similar in its action to orthoform and said to be equally effective, 
but free from irritant action and toxicity. The anesthetic action, like that of 
the related compound orthoform, resembles that of cocaine, but is purely local, 
does not penetrate the mucous membranes, and in consequence of its insolubility 
the compound can not be used by hypodermic injection. In consequence of its 
insolubility the anesthetic effect is more prolonged than that of cocaine. It is 
recommended in various forms of gastralgia, in ulcer and cancer of the stomach 
for the relief of pain, and is applied locally in rhinologic and laryngeal affec- 
tions, urethritis, etc.; it is also recommended for anesthetizing wounded sur- 
faces, burns, ulcerations and painful affections of the skin. It is more effective 
in cases where the skin is broken. Dosage.—Internally, 0.3 to 0.5 Gm. (5 to 8 
grains), in pastilles. Externally it is applied as a dusting powder, either pure 
or diluted. It may be applied as an ointment or in the form of suppositories. 
Manufactured by Farbwerke, vorm. Meister, Lucius & Bruening, Hoechst a. M. 
(Victor Koechl & Co., New York). 


ANTIPYRINE SALICYLATE. 


Antipyrine salicylate, C,,H,.N,0O.C,H,OH.COOH = C,,H,,N.0,, a weak chemical 
combination of antipyrine and salicylic acid. ‘ 

Actions and Uses.—This compound possesses the properties of both antipyrine 
and salicylic acid and combines the analgesic power of the one with the anti- 
rheumatic action of the other. It has been used with good results in sciatica, 
rheumatic fevers, chronic rheumatism, influenza, pleurisy, dysmenorrhea, ete. 
Dosage.—0.3 to 2.0 Gm. (5 to 30 grains) in cachets or capsules, 


ANTITHERMOLINE. 

A name applied to a preparation said to be made according to the following 
formula: Each pound contains 4000 grains of imported washed kaolin, washed 
and purified, 14 grains boric acid, 14 grains oil of eucalyptus, menthol and thymol 
combined, and 4.9 fluid ounces of glycerin. It closely resembles the Cataplasma 
Kaolini, U. 8. P. Prepared by G. W. Carnrick Co., New York. 


(To be continued.) 





OSTEOPATHY LEGISLATION. 


PROPOSED LEGISLATIVE ACT FOR OSTEOPATHY. 


There has been introduced in the present legislature a bill “For an 
act to regulate the practice of osteopathy in the State of Illinois, to pro- 
vide for a Board of Osteopathic Examination,” etc., which is similar to 
the one introduced during the session of the last legislature and which 
failed to become a law. The present bill was introduced in the senate by 
Senator Chaffee, and is known as “Senate bill No. 21.” It was also 
introduced in the house by Representative Allen, and known as “House 
bill No. 66.” 

The point which particularly interests the medical profession of the 
state, without regard to any particular school of practice, is that of the 
rights conferred upon licentiates under this act, which is described in 
Section 3, and which reads as follows: 

“After examination, as hereinbefore provided, the board shall, if it 
find the applicant qualified, grant a license to said applicant to practice 
osteopathy, which license, after the payment of the fees as hereinafter 
provided, shall be signed by all the members of the board and attested 
by the secretary and seal of the board. Osteopaths, when so licensed, shall 
have the same rights and privileges and be subject to the same laws and 
regulations as physicians from other schools of medical practice, but 
shall not have the right to practice major surgery or to practice drugs 
otherwise than in the use of antiseptics, anesthetics and antidotes for 
poisons.” 

It will be readily seen that this can be so liberally construed as to con- 
fer upon osteopaths every right and privilege that is enjoyed by the 
practitioner of general medicine, surgery and obstetrics. It would be a 
long step backward in the medical legislation in the State of Illinois if 
this act should become a law. It was opposed by the State Board of Health 
at the last session of the legislature and has the disapproval of that board 
at this time. The legislative committee of the Illinois State Medical 
Society calls upon every practitioner who has been obliged to take a regu- 
lar course in medicine and surgery before coming into possession of the 
above rights, to oppose by every honorable means the enactment of this 
bill. We therefore ask the physicians in the different senatorial districts 
of the state to use their combined influence in every honorable way to 
influence their representatives in the legislature to vote against the 
enactment of this measure. 

L. C. TaYLor, 

J. V. Fow er, 

M.S. Marcy, 
Legislative Committee Illinois State Medical Society. 
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COMMITTEES ON APPROPRIATIONS IN THE STATE LEGISLATURE. 


Below is a list of the Committees on Appropriations in the State Legislature, 
showing the medical society in each member’s district. These committees now 
have under consideration the recommendations of the State Board of Charities, 
viz., improvements in existing institutions, building an epileptic colony, a tuber- 
cular colony, the use of free antitoxin. 

Let the officials of each medical society urge their representatives on the com- 
mittees to approve these recommendations. Let all physicians throughout the 
state do likewise. Especially let the family physician of these respective members 
use his influence. His word properly has great weight with his patient. Em- 
phasize the industrial, economical and educational value of the epileptic and 
tubercular colonies as outlined by Dr. Billings in the January issue of THE JourR- 
NAL. Write, and also see your representative on the committee—and do it now. 
He is at home Saturdays and Sundays. 


SENATE APPROPRIATION COMMITTEE 


SENATOR. ADDRESS. MEDICAL SOCIETY. 
C. P. Gardner, Chairman - Mendota, LaSalle Co. Med. Soc. 
J. C. ....Elizabeth, Jo Daviess Co. Med. Soc. 
Chas. H. Hughes . Med. Soc. 
Carl Lundberg 5817 S. Halsted St., Chicago Chicago Med. Soc. 
Homer K. Galpin.................729 W. Monroe St., Chicago Chicago Med. Soc. 
B. Frank Baker Kewanee, Henry Co. Med. Soc. 
Frank A Landee Moline, Rock Island Co. Med. Soc. 
it, i Di sccndepsnaseeaouseasad Saunemin, Livingston Co. Med. Soc. 
eae Kane and McHenry Co. Med. 
Richard J. Barr i “ 
Cc. F. Hughburgh Galesburg, 
Ed. C. Curtis Grant Park, 
Niels Juul ....443 Potomac Ave., Chicago 

Springfi bani Sangamon Co. } 

‘ Med. 
ee EES: 1209 Washington Blvd., Chicago...Chicago Med. § 
fe Ree Salem, Til Marion Co. Med. Soc. 
F. W. Burton Carlinville, Macoupin Co. Med. Soc. 
G. W. PU, Eid wccencvccaceesesevecescusn Tazewell Co. Med. Soc. 


HOUSE APPROPRIATION COMMITTEE 


———— 
REPRESENTATIVE. ADDRESS. MEDICAL SOCIETY. 
David E. Shanahan, Chairman....185 Dearborn St., Chicago Chicago Med. Soc. 
John D. § b «Elkhart, I . Med. § 
Cicero J. Li v Greenville, 
Albert ‘. Curtis St., Chicago Chicago Med. § 
Josiah Minonk, Woodford Co. Med. Soc. 
Charles M. Mound City, Pulaski Co. Med. Soc. 
Edward J. Smijkal................ 77 Bunker St., Chicago Chicago Med. Soc. 
Israel Dudgeon Grundy Co. Med. Soc. 
Cassius M. vy »McLean Co. Med. Soc. 
James M. .. Berwyn, Chicago Med. Soc. 
J. Jac rille, Ti sesusbuenee Morgan Co. Med. Soc. 
i st. Clair Co. Med. Soc. 
Chicago Med. Soc. 
, ee White Co. Med. Soc. 
John E. Harris.......... McDonough Co. Med. Soc. 
Louis Zinger ree: = Tazewell Co. Med. Soc. 
R. D. Kirkpatrick..... ... Benton, Franklin Co. Med. Soc. 
Chauncey H. Castle Quincy, Co. Med. Soc. 
Charles L. McMackin.............. Salem, Marion Co. Med. Soc. 
Edward J. Galesburg, Med. Soc. 
William H. Behrens.......,.......Carlinville, Macoupin Co. Med. Soc. 
Oliver Sollitt vesee Chicago Med. Soc. 
Thomas Campbell l Rock Island Co. Med. Soc. 
Charles ont, Champaign Co. Med. Soc. 
George H. Hamilton Iroquois and Ford Co. Med. 
Johnson Lawerence 7 Ogle Co. Med. Soc. 
Ave., Chicago.....Chicago Med. Soc. 
Bureau Co. Med. Soc. 
Med. Soc. 


Lee . Miidcececccscecccuussecced LaSalle Co. } 

Thomas H. Riley iet, Med. S 

Paul Finns Bloomington, McLean Co. Med. Soc. 

Campbell 8. Hearn Champaign, Il Champaign Co. Med. Soc. 

John J. McLaughlin.. :...1551 W. Monroe St., Chicago Chicago Med. Soc. 

B. F. Staymates Clinton, DeWitt Co. Med. Soc. 

John A. Read The ccccccccccecescccvescees Effingham Co. Med. Soc. 

Marshall, Clark Co. Med. Soc. 

cevcetenet St. Toul, Wil...cccccccccesces st. Clair Co. Med. Soc. 
....Alvin, Il Vermilion Co. Med. Soc. 


Soc. 
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retary | 
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Bond County. 
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